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Place of 


MINERAL OIL 


in Bowel Management 


@ Mineral Oil is not open to the objections made to other forms of laxatives. This js 


because its action is largely mechanical. 


Puretest is a very highly refined mineral oil of uniformly high 


viscosity and specific gravity (up to .8y5 at 25° C.). This 


insures a Maximum of penetration and lubricating action which 


is of particular regulative value in the following conditions: 


The normal bowel in occasional lapses 


Puretest Mineral Oil softens the food through the intestinal tract, even in a 


wastes and enables them to slide easily weakened peristaltic condition. 


The bowel crippled by excessive use of laxatives 


Colons injured) by chronic constipation lubricating mucus. Puretest Mineral Oil 


have usually lost some of their normal is an excellent substitute. 


The bowel handicapped by certain ailments 


In cases where a bland diet is required, colon as in spastic colitis, or in any pain- 


such as chronic gastritis. gastric ulcer or ful form of constipation, Puretest Mineral 


where there is a tendency to spasm in the Oil is a soothing and effective agent. 


The condition known as “auto-intoxication” 


Tests that Puretest Mineral Oil 
highly absorbent of decomposition proteid cause of the condition known as “auto- 


is according to many authorities, are the 


show 


products in the intestinal tract such as — intoxication” and its train of depressing 


indol, skatol and histamine. These poisons, © symptoms. 
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JRE-BLOODED dogs brought out by the French 
colonials to French Indo-China are often garbed in 
stout canvas pants to assure their offspring against 

mixture with the local mongrel breed. No such precau- 

tion is taken in this country against the breeding of 
criminals, the insane and the feeble-minded, the mon- 
grels of our population. 

Canvas pants would probably not be effective, but 
sterilization would; and fifteen states already have 
sterilization laws on their books. One of these states is 
Oklahoma, whose governor, now senator, declared: 

“Sterilization is not a punishment but a protection. It 
carries no stigma or humiliation. The imbecile is crim- 
inal and you can’t breed him out. Beginning of wrong- 
doing is hereditary and starts in the secretive actions. 
By preventing reproduction, one of the basic causes can 
be curd.” 

Ex-';overnor William Henry (“Alfalfa Bill”) Mur- 
fay may not be altogether clear in his psychiatric con- 
— s, but at least he had sense enough to make a 

ing in his state with a problem which is becoming 
ee: ingly troublesome. The Oklahoma law is ap- 
licabl- to the hopelessly insane and to the habitually 
crimin:|. It is to be enforced on men under 67 years of 
age ani on women up to the age of 47. Thrice-convicted 
felons and insane patients in State institutions are to 
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be examined by medical boards authorized by the State 
Board of Affairs which is empowered to order steriliza- 
tion on their recommendation. An appeal from a steril- 
ization order may be taken to court. 

California has had a sterilization law for ten years 
and, according to Dr. George H. Parker of Harvard 
University, it has not been abused. Dr. Parker is out- 
spoken in his advocacy of sterilization as the only satis- 
factory method of stemming the rising tide of defectives 
that threatens our civilization at the present time. What 
this tide amounts to may be judged from the fact that 
some of our states expend one-fourth of their income in 
caring for defectives. Little imagination is needed to 
visualize the part this burden plays in adding to the 
taxes we must pay. 

The financial burden, however, is not the chief menace 
the defective offers to society. Mental defectives, the 
feeble-minded and the criminally inclined are notable 
breeders. They do not tend to becomegsterile and die 
out as do those of higher intelligence. On the contrary, 


if their reproductive proclivities are not interfered with, 
they multiply like rabbits and pour into the population 
an ever-increasing stream of their kind. 

We pass laws that shut the front doors of our coun- 
try to mental defectives, criminals, epileptics, the insane 
and the degenerate. 


Chance admissions are promptly 


i 
SS 
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deported if caught before the crime of their admission 
has been outlawed by time. Why not close the back 
door that allows unrestricted entry of these types of 
humanity when bred by undesirable parents who are 
citizens ? 

The French in Indo-China are not the only people 
who know the difference in results of breeding from 
pedigreed stock and from mongrels, be they animals or 
humans. Eugenicists know that the laws of heredity 
apply to the human race as well as to the lower animals. 

Take Kallikak, for instance, the young soldier who 
mated with a feeble-minded girl during the Revolution- 
ary War. Among 480 descendants of this pair there 
have been 143 feeble-minded, 36 illegitimates, 33 sexu- 
ally immoral, 8 keepers of brothels and 85 so feeble 
physically that they died in infancy. Today, one hun- 
dred and fifty years later, one of these descendants is 
an inmate of the New Jersey State Hospital at Vine- 
land. 

Later in life Kallikak married a young Quaker girl 
of good talents and ancestry. Their 496 descendents are 
a fine line of people—soldiers, doctors, lawyers, judges, 
educators, men of big business—a group that has been 
a credit to themselves and to the communities in which 
they lived. Both sets of descendants are from the same 
father; but had the defective mother of the first set 
been sterilized in time, these worse than useless indi- 
viduals would never have been a disgrace to themselves 
and their country. 

A vagabond named Jukes was born two hundred years 
ago in New England. He settled in New York State 
and had two sons who married two sisters who were 
mentally defective. Of 1,220 descendants of this Jukes 
family 300 died in infancy, 310 were professional pau- 
pers, 440 were wrecked by disease, 50’ were prostitutes, 
60 were thieves, 7 were murderers and there were 53 
assorted criminals of other sorts. 

In contrast to the Jukes progeny, consider the family 
of Richard Edwards, a great lawyer, who in 1677 mar- 
ried Elizabeth Tuthill, a brilliant and remarkable young 
woman. Among 1,394 descendants of this couple 12 
were college presidents, 265 college graduates, 65 col- 
lege professors, 60 physicians, 100 clergymen, 75 army 
officers, 60 prominent authors, 100 lawyers, 30 judges, 
80 public officials, 3 Congressmen, 3 United States sen- 
ators, and one a vice-president of the United States. 

If the two sisters who married the two sons of the 
original Jukes were now living in any one of fifteen 
states their marriage might take place without any dis- 
astrous results. As a preliminary, they would be steril- 
ized by the x-ray, by radium or by a simple operative 
procedure that deprives husband and wife of none of 
their sex prerogatives, but absolutely prevents impregna- 
tion and conception. Nothing would be missing from 
their married life but the degenerate offspring who cost 
the community an immense amount of money and care. 

Up to January 1, 1926, twenty-three states of the 
Union had passed laws authorizing sterilization for cer- 
tain conditions and under definite regulations. In seven, 
the statutes have been declared unconstitutional, and in 
two of these new statutes have been passed. Indiana 
in 1907 was the first state to enact such a law. To date, 
institutional sterilizations are estimated at over twelve 
thousand. 


In 1912 New York State passed a law providing that 
under certain conditions procreation by feeble-minded, 
epileptic, criminal and other defective inmates of state 
institutions should be prevented. In 1918 this law was 
declared unconstitutional. The contention was that the 
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law was discriminatory in that it applied only to in- 
mates of institutions and did not apply equally to all 
citizens of the state. As a result of this decision the 
state legislature in 1920 repealed the statute. 


But in May, 1927, the United States Supreme Court 
handed down a decision on the Virginia statute which 
opened the way to a reenactment of the New York State 
law. Only one of the nine members of the Supreme 
Court dissented from the opinion delivered by Justice 
Holmes, who said: 


“We have seen more than once that the public welfare 
may call upon the best citizens for their lives. It would 
be strange if it could not call upon those who already 
sap the strength of the State for these lesser sacrifices, 
often not felt by those concerned, in order to prevent 
our being swamped by incompetents. It is better for 
all the world, if instead of waiting to execute degenerate 
offspring for crime, society can prevent those who are 
manifestly unfit from continuing their kind. 


“But, it is said, however it might be if this reasoning 
were applied generally, it fails when confined to one 
small number who are in the institutions named and not 
applied to the' multitude outside. The answer is that 
the law does all that is needed when it does all that it 
can, indicates a policy, applies it to all within the lines, 
and seeks to bring within the lines all similarly situated 
so far and so fast as its means allow. Of course, so far 
as the operations enable those who otherwise must be 
kept confined to be returned to the world, and thus open 
the asylum to others, the equality aimed at will be more 
nearly reached.” 


The opinion of Justice Holmes shows that a law pro- 
viding for sterilization of detectives is not unconstitu- 
tional, and that the inequality of such a law lies only in 
the deficiency of hospital accommodations where sterili- 
zation can be carried out on all citizens who fall within 
the provisions of the law. The more thoroughly such 
a law is put into effect in the case of those already in 
institutions, the more room there will be for those out- 
side who ought to be there. Like the laws against mur- 
der and theft, a sterilization law is discriminatory only 
because the legal machinery to carry it out is inadequate 
ae because of any inherent injustice in the idea 
itself. 


The matter of providing accommodations for all those 
outside of institutions who ought to be inside is getting 
to be very serious. If segregation as a preventive meas- 
ure is preferred to sterilization, the‘ present rate of in- 
crease of defectives will throw an even heavier strain on 
the purses of the citizens of this state. 


In an annual report State Comptroller Tremaine made 
the following statement: “It is clear that the yearly in- 
crease in the number of wards of the State of New 
York is so great that a building the size of the Rochester 
State Hospital or of Sing Sing will be necessary every 
twelve months to accommodate future additions to the 
population of state institutions for defectives.” 


How much longer are the citizens of the state going 
to be called upon to pay for the up-keep of this army 
of anti-socials? Cannot we use as much sense in regard 
to our kind as the French employ in regard to their dogs 
in Indo-China? Naturally, the same means will not do. 
But sterilization works no harm to the individual, it is 
constitutional, it has worked in other states, and it would 
reduce the taxes that now go to the support of an I 
creasing host of criminals, imbeciles and insane. 

61 Greene Avenue. 
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Impotence: Its Diagnosis and Treatment’ 


N a consideration of impotence it certainly is not 
necessary for me to emphasize to urologists that the 
term impotence is not a diagnosis. Nevertheless, I 

receive scores of letters every year not only from lay- 
men, but also from physicians stating that, in the one 

case, they were themselves suffering from impotence, 
or, in the other case, that they had patiegts who were 
impotent and asking my suggestions for treatment. In 
the case of laymen, I always have to answer that the 
same symptoms may be due to widely different patho- 
logical conditions requiring entirely different modes of 
treatment, and that without a knowledge of these facts, 
no scientific advice can be given. In the case of phy- 
sicians, I have to answer the queries with a series of 

“Ifs”, as follows: If the prostate is congested, if the 
urethroscope shows certain conditions in the prostatic 
urethra, if there is found syphilis, diabetes, cerebro- 
spinal pathology, or purely psychic conditions, then in 
each case I make suggestions, as far as I am able, as 
to treatment. The point to emphasize is that the treat- 
ment of impotence in either sex depends upon accurate 

diagnosis. 

Another point which I would like to emphasize is 
that in many cases of impotence in either sex, it is 
necessary to know about the condition of the other sex- 
ual partner, because there are many cases in which 
the impotence is either caused by, or aggravated by, the 
condition of the partner. These two points will be fre- 
quently mentioned and illustrated as I proceed with my 
paper. 

Starting at the very commencement of the sexual 
act, we have a series of cases, to which, I believe, I was 
the first to call attention’, in which the whole trouble is 
that neither the husband nor the wife knew the proper 
position of the latter during sexual intercourse. So fre- 
quently have I found this state of affairs, that in every 
case of impotence in the male, I ask the patient to lie 
down on the table, and show me what is the position of 
the wife during the act. In the cases referred to, the 
patient will lie down with both feet together, in the 
ordinary sleeping position, and will assure me that 
that is the position his wife assumes. In this position, 
it is obviously anatomically impossible for the male or- 
gan to get near the female genitals. In these cases the 
patient has normal libido, and normal strong prolonged 
erection, but tells you he cannot complete the act. In 
some cases, after prolonged trials lasting months, in rare 
cases years, the patient actually becomes impotent as 
the result of his ineffectual efforts. I have had such 
patients who have made the rounds of genito-urinary 
specialists, neurologists and psychoanalysts and have 
been treated for months, when the entire trouble was as 
above described. 

A rather embarrassing, perhaps amusing, incident oc- 
curred to me several years ago. A married lady con- 
sulted a female gynecologist on account of sterility. 
Upon examination, the gynecologist found an intact hy- 
men, and upon further questioning found that there had 
been no real intromission. She advised the lady to send 
her husband to me to be treated for his impotence. After 
taking the history, and examining the patient, I con- 


*Read before the Section of Urology of the New York Academy of 
Medicine, January 20th, 1932. 
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cluded that his impotence was due to a lack of knowl- 
edge as to the correct position during coitus. I gave 
him detailed instructions in this regard, placing him in 
the position his wife was to assume during the act. To 
make certain that my instructions would not be forgotten, 
I called up the female gynecologist, telling her my con- 
clusions and advising her to instruct the wife in this 
regard. To my surprise she informed me that as she 
had never been married, she herself did not know the 
proper position, and at her request, I was put in the 


rather embarrassing position of having to instruct a / 


female gynecologist over the phone, how a woman is 
supposed to behave during coitus. 

A somewhat similar state of affairs is that condition 
in the female, in which, on account of a deformed pel- 
vis, or a dislocation of the hip or arthritis and similar 
conditions, the woman is unable to spread her thighs 
wide enough to allow the male organ to enter the vagina. 
Of lesser frequency are cases of tumors of the vagina, 
exceedingly small or undeveloped vagina, double vagina 
and similar conditions. We may also mention in the 
same category cases of marked dyspareunia and vaginis- 
mus. 

The diagnosis is easily made if only the condition 
is borne in mind. As a practical point, especially in a 
recently married man, whenever the patient tells you that 
he has strong and lasting erections, but cannot consum- 
mate the sexual act, then the wife should be interrogated 
or examined as a possible cause of it. The trouble is, 
that most physicians do not think of such a possible 
etiological condition. 

As regards treatment, if properly diagnosed, the con- 
dition found will at once suggest the proper treatment. 
There is, however, one point upon which I cannot lay too 
much emphasis, and that is, in those conditions above 
mentioned, where the difficulty is due to some ortho- 
pedic condition in the female such as deformed pelvis, 
etc., no matter at what cost, no matter how complicated 
the operation, this condition should be relieved, even if 
no other indication for operation exists. Moreover, 
those who specialize in orthopedic work should look 
ahead and think of the possibility of such a serious im- 
pediment to marriage in every single girl that comes 
under his care with any of the afflictions above men- 
tioned. If in doubt, he could easily investigate in the 
course of his examination, and, without, of course, the 
girl knowing what the idea is, see if she can properly 
flex and abduct her thighs, in other words, see if she 
can be placed in the ordinary coital position. He should 
make this important diagnosis long ahead of time and 
not wait till she gets married and allow such impediment 
to be the cause of any amount of tragedy, annulment and 
possible suicide. 

There is just one more caution in this class of cases. 
There are many who believe that with proper adjust- 
ment, the parties may be able to get together and so 
avoid operation. There is no doubt that in some very 
minor disabilities, adjustment between the parties may 
be accomplished, but in the larger number of cases, such 
adjustment is impractical. I have had not a few cases 
in the male, who have become impotent by having been 
compelled to indulge in coitus in abnormal and strained 


932 
in- 
all 
he 
ch 
ch 
ite 
ne 
ce 
re 
Id 
dy 
nt 
or 
te 

ig 
ot 
at 
It 
d 
ir 
n 
e 
n 
n 
h 
n 
y 
e 
a 
> 
1 
r 
| 

A 


238 


positions. In the majority of cases, however, the hus- 
band soon becomes disgusted with the abnormal pro- 
cedure and seeks his pleasure from other sources, with 
all the serious possibilities. I would, therefore, finally, 
again urge upon my orthopedic friends not to treat this 
condition too lightly, but to think of the possible com- 
plications in every unmarried girl in such circumstances, 
and not to rely upon a possible adjustment after mar- 
riage. 

We next come to a very common group of impotence 
cases. I refer to those cases in young men, who, on 
account of excessive ungratified excitements, such as 
spooning, etc., finally become impotent. Although it is 
not my object in this paper to discuss pathology, yet a 
few words in this direction will help to make clear the 
condition of affairs in this particular series of cases. 
I need hardly remind the members of this section that 
the whole mechanism of coitus is, in a very large part, 
controlled by a very delicate system of valves, which are 
delicately balanced and under muscular and nervous con- 
trol. Even if a man wanted to, he could not possibly 
pass urine during coitus. The mechanism is so arranged 
that the pathway the semen has to travel to the urethra 
is clear, while the pathway from the bladder to the ure- 
thra is shut off. It is so arranged that, in normal cases, 
the semen goes out towards the meatus and does not re- 
gurgitate into the bladder, nor can the bladder urine 
enter the urethra. All this, as before mentioned, is 
under a delicate muscular, nervous and valvular control. 
Any interference with this mechanism must have a de- 
leterious effect upon the act of coitus, especially if kept 
up for months or years. 

Now, what happens in many of these cases? The 
young man rubs up against his girl until he has a power- 


ful erection and is about ready to ejaculate. If he would 
But he 


ejaculate, the damage would not be so great. 
does not wish to wet his trousers or possibly the female, 
so he inhibits the ejaculation, stops spooning for a while, 
and then starts all over again, and repeats the process 
several times an evening. Now, it is this holding back, 
when the entire nervous, muscular and valvular appa- 
ratus is set for ejaculation, that upsets entirely the whole 


process, and causes a weakness of the muscles and 
nerves concerned in the act. It is this holding back that 
makes the process much more deleterious than that of 
ordinary masturbation. For the entire intent and object 
that the ordinary masturbator has in view is the bringing 
on of orgasm with ejaculation. The same state of 
affairs takes place in the married man who practices 
withdrawal, for it is here also that the holding back un- 
til the penis has been removed from the vagina does 
the harm. However, in withdrawal, the process is not 
indulged in with near the frequency of the spooner, and 
hence some people can keep up the practice of with- 
drawal for many years before the evil effects are noted. 
In masturbation, where there is no holding back as a 
rule, the effect, as regards future possible impotence, is 
very slight indeed, and that is why, in spite of the fact 
that almost all males have indulged in masturbation at 
some time or another, masturbation is really a very in- 
significant factor in the etiology of impotence, notwith- 
standing the many exaggerations expressed by some 
writers. 

Besides the just mentioned pathology in this group of 
cases, there is another factor that comes into play, and 
that is, the congestion of the prostate and all the other 
sexual organs, including the centers of the spinal cord 
and brain, which must occur as a result of these ab- 
normal sexual practices. I have so often dilated upon 
the pathology in this class of cases in my previous pub- 
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lications? ** * ®? that I will merely mention here that in 
the precoital play the entire sexual apparatus becories 
normally congested preparatory to ejaculation or or- 
gasm. If this latter event is allowed to take place 
in a normal manner, the congestion disappear with its 
occurrence. If, however, the person has allowed this 
congestion to occur by sexual play preparatory to ejacu- 
lation, and then does not allow it to take place, the 
congestion remains, and if such a procedure is frequently 
repeated there develops a chronic congestion of all the 
parts with the result that the parts involved in the 
coital act become so hyperirritable that the reflex goes 
off much quicker than in normal coitus, a condition des- 
ignated by the term “rapid ejaculation,” and later on the 
hyperirritability becomes so extreme that ejaculation 
takes place at the very commencement of the sexual play 
even before the penis has had time to enter the vagina, 
a condition known as “premature ejaculation.” The 
same state of affairs may be brought on by any abnormal 
interference with the completion of the sexual act such 
as coitus interruptus, etc. 

Among some physicians there still seems to be a deep 
rooted opinion that there is something very mysterious 
in the workings of the sexual apparatus. The opinion 
seems to have become prevalent that when it comes to 
the sexual apparatus, muscles, bloodvessels, nerve cen- 
ters, etc., somehow act entirely differently than these 
very structures in other parts of the body. A clear 
understanding of the mechanism of coitus both in nor- 
mal and in abnormal conditions will show that this is 
not the case. I have often been asked how a simple 
local congestion can cause such a marked pathological 
disturbance as impotence. When we compare these ef- 
fects with what takes place in other portions of the 
body, we will find nothing mysterious about it. A con- 
gested nose will sneeze at the slightest current of air, 
a congested eye will blink at the slightest amount of 
light, and a congested larynx will cough at the slightest 
particle of dust or at the slightest use of the voice. And 
so, when we apply these elementary pathological results 
to the sexual apparatus, we will not be surprised that 
the congested verumontanum will cause thie reflex act 
of ejaculation to take place very rapidly incident to the 
increased blood supply of beginning coitus. We are not 
surprised if an inflamed larynx, that is not only not al- 
lowed to become rested, but on the contrary is con- 
tinually misused or abused vocally, finally gives up alto- 
gether and the patient loses his voice for the time be- 
ing. © we ought not to be surprised, if the abnormal 
sexual procedures above mentioned are continued, that 
there must finally occur an exhaustion of all the nerves 
and muscles employed in the sexual act, and the patient 
becomes impotent. It is of course obvious that a single 
act of withdrawal or spooning will not cause impotence, 
for here with or without treatment the local congestion 
will disappear and the parts return to normal. It is only 
when these practices have been kept up for months or 
years that the final stage of impotence supervenes. s 
previously mentioned, I have here given but the merest 
outline of the pathology, because I have dilated more 
fully in my other publications and because this papct 
is intended to be limited to diagnosis and treatment of 
impotence. 

The diagnosis in this class of cases is made by ex- 
amining the prostate per rectum and by posterior ure- 
throscopy. I need not explain to urologists the differ- 
ence in the feel of the congested prostate and that of the 
senile prostate. Nor is it necessary to paint to urolo- 
gists a picture of the prostatic urethra and verumon- 
tanum as seen through the urethroscope, but may I not 
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remind you that it is not necessary to find very gross 
pathology, such as ulcerations, granulations, tumors, etc., 
as a cause of the trouble, but that at times even a slight 
congestion may be all that is necessary to produce the 
clinical picture. For this reason I never employ a local 
anesthetic or any sort of anesthesia in my urethros- 
copies. 

The treatment in these cases consists in gentle mas- 
sage of the prostate every five days and at the same time 
instillations of weak (1:3000-1:500) silver nitrate solu- 
tions into the prostatic urethra with the Bangs’ sound 
syringe and not with a catheter or Ultzmann syringe. 
The advantage of Bangs’ sound syringe, as you know, 
is that it is a combination of sound and syringe and the 
patient thus gets the tonic effects of both sound and 
silver nitrate. It must be remembered that this treat- 
ment just outlined is given for the distinct object of re- 
moving the local congestions in the prostate and prostatic 
urethra. Yet, from time to time I receive letters from 
physicians stating that they had tried my silver nitrate 
treatment in cases of impotence without result. dn the 
first place I am not the originator of treating congestions 
in the prostatic urethra by silver nitrate instillations, the 
method having been used by urologists probably before 
I was born, and secondly, in all my publications I have 
always emphasized that the treatment just outlined is 
only to remove pathological congestions, and in cases 
of impotence where the prostate and prostatic urethra 
are normal, such treatment is not necessary. 

In many cases of impotence in this class, as soon as the 
local congestions have been removed the patient is cured 
of his impotence. In some cases, however, especially 
where the evil practices have been continued over a long 
period of time, the muscles and nerves involved in the 
sexual act have become so weakened that stimulating 
treatment will become necessary. But the important 
point to remember is that such stimulating treatment 
should not be begun until the parts have become normal. 
There are many physicians who, when a patient com- 
plains of weak erections or rapid ejaculations, immedi- 
ately resort to stimulating treatment with the idea of 
improving the erections. Now that is just the worst 
thing to do for the patient. It is just like whipping a 
tired horse; you might make him go faster for a short 
time, but he soon will be worse than before. The object 
is not to have the patient get an erection once in a while, 
but to cure him so that his erections will practically al- 
ways be normal. The impotence in these cases is really 
a conservative process; nature does not yant the patient 
to use his sexual apparatus, so she takes away his ability 
to do so, just as when nature does not want a person 
with inflamed vocal cords to use his voice, she will take 
away his ability to talk. 

During the time the patient is being treated for his 
congested prostate and prostatic urethra, he should avoid 
tea, coffee, alcoholics and all sexual excitements. If the 
patient is a single man he should avoid al! spooning, and 
if he is engaged to be married, he should limit his ca- 
resscs as much as possible, and should, if possible, has- 
ten the period of his marriage date. Long engagements 
are especially harmful in these cases. If the patient is 
a married man, it were better that he sleep in a separate 
room, or if that is impossible, it is far better for him 
to indulge in normal coitus than to allow himself to be- 
come sexually excited without relief. As so often em- 
Phasized, even in these cases the act of coitus ‘is not 
nearly so bad as the holding back from coitus when sex- 
ually aroused. 

In this connection I would like to voice my dissent to 
the management of these cases by a certain group of 
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psychoanalysts. I say advisedly a certain group because 
I am fully aware that there are many psychoanalysts who 
practice their specialty with the same diagnostic acumen 
as specialists in other departments of medicine. But the 
group I want to refer to seem not at all to be cognizant 
of the fact that God put into every individual sexual 
organs besides giving him brains. To them everything 
is in the brain, and the sexual apparatus with its marked 
hormone secretion seems to amount to nothing. They 
treat every sexual condition, whether impotence, pollu- 
tions, masturbatio or inversion, without any reference 
to the condition of the prostate and other anatomical sex 
organs and are entirely indifferent to the marked 
influence on individuals of the internal secretions 
of the sex organs in either sex. To my mind, it is 
just as absurd to treat a congested prostate by psycho- 
analysis as it would be to treat congested vocal cords 
by the same means. Even the neurologist, who works 
in a very similar field, at times find fault with some of 
the psychoanalysts. At a medical meeting I attended sev- 
eral months ago, a prominent neurologist called atten- 
tion to the fact that he had had several cases of far ad- 
vanced organic neurological conditions, which had been 
under the care of psychoanalysts who did not recognize 
the organic nature of the conditions until they were too 
far advanced for help. At this particular meeting a 
prominent psychoanalyst rejoined that no one is admit- 
ted to the American Psychoanalytical Association unless 
he has been an expert neurologist. If this is important 
as regards neurology, how much more important must 
it be to have urological conditions first diagnosed before 
treatment by psychoanalysis. As an extreme example, I 
may mention the case of a very intelligent young law 
student, who recently consulted me for priapism. He 
informed me that he had gone to a very well known 
diagnostic clinic, and upon stating his case had been re- 
ferred not to a urologist, not even to a neurologist, but 
to a psychiatrist. I asked him if he had been examined 
neurologically to rule out possible brain or spinal cord 
or other conditions which are at times the cause of pria- 
pism, but he informed me that no such examinations 
had been made, and the only treatment was conversa- 
tional with the psychiatrist, who made a diagnosis of sex- 
ual neurasthenia and told the patient it might take several 
years of treatment by him before a cure could be estab- 
lished. 

Lest I be misunderstood, I want to emphasize that I 
have the greatest respect and admiration for the subject 
of psychoanalysis. I have myself sent cases of impo- 
tence to a psychoanalyst, but only such where my exam- 
ination showed that the patient was a fit subject for 
such treatment. I believe in psychoanalysis in the man- 
ner in which its great originator conceived it, for I un- 
derstand that Freud does not treat a case unless the 
patient has been previously examined by an expert urolo- 
gist to rule out possible organic urological conditions. 

Coming now to another group of impotence cases, 
namely, those cases in older patients in whom the sexual 
apparatus is getting weaker with the rest of the bodily 
functions, or cases in younger persons, who, as before 
mentioned, through abuse or misuse of the sexual ap- 
paratus have been a congested prostate which has 
been relieved by proper treatment, but in whom after 
years of misuse, the sexual muscles have become weak, 
we have an entirely different state of affairs with an 
entirely different method of treatment. 

In these cases, as before said, it is useless to treat 
the prostate or the prostatic urethra. Stimulating treat- 
ment is in order. The diagnosis of these cases can only 
be made by a careful consideration of the history. It 
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is important to know that no examination, whether ure- 
throscopic or neurological, can give us any aid in the 
diagnosis of these cases. What I mean to impress is 
that an examination of such an impotent case may show 
nothing abnormal either by urological or neurological 
examination ; we can only go by the history of the case. 

Let me state very briefly a few elementary anatom- 
ical and physiological facts in connection with the proc- 
ess of erection. Not only are there distinct muscles for 
the purpose of bringing the organ into the erect con- 
dition, but around each vein, even in the very smallest, 
there is a circular band of muscular tissue whose func- 
tion it is to contract and stay contracted during the 
entire coitus, so that the veins are closed off and the 
blood which enters the penis by the dilated arteries is 
prevented from leaving the penis and the organ is thus 
kept in an engorged and erect condition during the 
period of coitus. Now, in these cases not only are the 
erectile muscles weak, but also the muscular bands, sur- 
rounding the veins, so that they relax prematurely and 
allow the blood to leave the penis prematurely with a 
resultant decline of the erection. 

From the above description, it can be seen that there 
are two distinct types of abnormal rapid connection. 
The first type has been previously described as due to 
a hyperirritability and congestion of the prostate and 
prostatic urethra, etc., in which the reflex act goes off 
too soon as a result of the hyperirritability. In the sec- 
ond type, however, the rapid coitus is due to a weak- 
ening of the sexual muscles as just described which are 
not strong enough to remain in a state of contraction 
for a normal period. 

These two types must be distinctly diagnosed as the 
treatment is entirely different. In the former we get 
a rapid ejaculation, while in the latter we may not get 
any ejaculation at all, the penis declining before the 
orgasm is reached. 

Treatment of the former type has already been fully 
described ; the treatment of the second type is essentially 
stimulating in character. I have tried every form of 
stimulation, medical and physical, and at present con- 
fine myself solely to the use of the sinusoidal-faradic cur- 
rent. It is essential to have a good machine which gives 
an even and regular contraction and also to employ the 
direct current, or if that is not obtainable, to employ 
a generator to convert the alternating current into the 
direct current. Even if the machine has been equipped 
with a universal motor, that is, one which operates on 
either the direct or alternating current, the latter cur- 
rent will not give the smooth contraction which is ob- 
tainable with the direct current. The difference be- 
tween the faradic current and the sinusoidal-faradic 
current is that in the former you get a single contrac- 
tion and the muscle involved remains in a state of con- 
traction as long as the current passes. But this is not 
the way to develop muscles, no matter where situated. 
It is only by a series of regular, smooth, painless con- 
tractions which is only obtained by the sinusoidal fara- 
dic current that true development and stimulation can 
take place. 

I connect one of the cables to any form of rectal 
electrode and the other cable to an ordinary wet-sponge 
electrode which is applied to the perineum, and, with 
moderate rapidity, the current is increased to as strong 
as the patient can bear without any pain. It is im- 
portant to inform the patient that there must be no pain 
or else some patients in their enthusiasm will allow you 
to make it too strong and they will bear this without a 
murmur thinking that the more they get of the elec- 
tricity the better the result. I generally allow the -cur- 
rent to pass for about ten minutes. Treatments are 
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given every four or five days and the results in the vast 
majority of cases are excellent. 

There are some points in regard to management 
of this class of cases that I desire to emphasize. 
One point is never to commit yourself as to the time 
it takes to obtain cure or the number of treatments 
necessary. I always tell my patients that there is ap- 
paratus invented by which one can tell the strength of 
the muscles of the hand, the muscles of the leg, chest 
muscles, etc., but so far as we know, there is no way 
of determining how strong or how weak the muscles 
connected with the process of erection are. We simply 
continue the treatments until the patient informs us that 
he can have normal connections. Another point to re- 
member is not to consider a patient incurable simply on 
account of his age. I have had some of my best results 
in patients of sixty, seventy or over. We must also 
impress our patients, and this applies more frequently 
to the congested type of impotence, that all we can do 
is to make the patient normal, but that we cannot so 
treat him that if he reverts to his former evil habits 
(spooning, coitusinterruptus, etc.), he will not get bad 
again. 

It is hardly necessary before such an audience as the 
present to mention the fact that in every case of im- 
potence the possibility of syphilis, diabetes, or cerebral 
or spinal conditions must be borne in mind. 

There is finally a group of cases which are distinctly 
psychic in character. There is absolutely no doubt of 
the existence of such a group, but the mistake so often 
made is to consider every case of impotence psychic. 
Even if the history points to a definite psychic condi- 
tion present, we must nevertheless examine the patient 
to determine if there is not also present an organic cause 
for the impotence. It is not at all uncommon, in fact 
it is almost a general rule, that in all cases of true or- 
ganic impotence there is in addition a strong psychic 
factor. 

As an example of a typical case of psychic impotence, 
I may mention the case that consulted me a few years 
ago, of a comparatively young man of thirty-three years 
of age, who started his active sexual life at the age of 
fifteen and was perfectly normal. At the age of 
nineteen he discovered that his girl was untrue to him 
and he vowed that he never would have anything to do 
with any woman in the future. He kept his word for a 
period of about thirteen years, when his mother died, 
and he told me that he must get married because he 
needed some one to take care of his household. On at- 
tempting coitus, he found himself impotent. My uro- 
logical examination disclosed nothing abnormal, and [| 
then sent him to a neurologist who also found him nor- 
mal. I therefore suggested psychoanalytical treatment. 

There is another class of psychic impotence, some: 
times called relative impotence, in which the man is 
perfectly potent with a friendly female but impotent 
with his wife. This again illustrates the importance 
of considering both sexes in a case of impotence in 
either sex. There are some women who, after they get 
married, allow themselves to get fat and slovenly, but 
in addition, and this is more important, they lose all 
sense of modesty and expose themselves unnecessarily 
in their husband’s presence. Now, modesty in woman 1s 
one of the chief sexual attractions to the male, and when 
this is lost, and exposure of the wife becomes a com- 
monplace occurrence, she no longer becomes a source 
of sexual attraction to him. 

As another instance of considering both sexes in a cas€ 
of relative impotence, may be mentioned the fact that 
in some women, after the birth of one or more children, 
the perineum beccmes so extensively lacerated that the 
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entire vagina is relaxed and wide open, with no con- 
tractile powers at all. The penis, entering such vagina, 
does not at all touch or come in contact with the vaginal 
walls, and thus no friction is obtained. Here the only 
history we get is, again, that the man may be potent 
with another female but not his wife, and, unless the 
condition of the wife is ascertained, he might undergo 
treatment by psychoanalysis or other methods without 
result. 

Time will not permit me to discuss those cases of im- 
potence dependent upon homosexuality and like anomal- 
ous conditions. 

I have already mentioned some of the forms of im- 
potence in the female, with the diagnosis and treatment. 
I will now discuss some of the other forms, in which 
it is the female that complains of her condition. 

It is a common occurrence for women to consult me 
complaining of their inability to experience an orgasm. 
They have sexual desire, sometimes very strong desire, 
they enjoy coitus, get sexually excited during the act, 
but are unable to reach a climax, and are then left in a 
nervous, sometimes even hysterical condition. As time 
goes on, they finally reach a stage in which they no 
longer desire or will permit coitus. 

In the vast majority of such cases, the husband is at 
fault. His ejaculation is so rapid, taking place almost 
immediately after entering the vagina, or a very short 


_ time thereafter, that the wife has no time to reach an 


orgasm. In other cases, it is the practice of withdrawal, 
in which the husband removes his penis before his own 
orgasm, and necessarily before his wife could experience 
any. 

The diagnosis in these cases can easily be made if 
the above conditions are thought of and investigated. 
in many cases the diagnosis is made by the husband 
himself, and a large number of my impotent male cases 
frankly state that they want to be cured mainly to be 
able to satisfy their wives. 

Then there are a class of women in which the com- 
plaint might be designated as pseudo-impotence in the 
female. In this class of cases there is perfectly normal 
coitus in both sexes, and this normal relationship may 
have continued to the perfect satisfaction of both parties 
for many years. Then the woman becomes acquainted 
with a female friend who may possibly be a nympho- 
maniac or whose husband may be suffering from some 
abnormal sexual perversion, and this woman tells our 
patient what wonderful experience she has during coitus 
or how very often her husband performs the act, and 
our patient immediately gets the idea that there must 
be something the matter with her because she does not, 
or thinks she does not, get as much pleasure out of the 
act as she thinks she ought to get. 

There is another class of cases which, just like any 
puzzle, appears very simple when you know the answer 
but at times causes diagnostic difficulties. I have had 
not a few of such cases and can best exemplify them by 
giving the history in brief of one of them. 

A husband came to me complaining that although he 
loves his wife very dearly and she loves him, and al- 
though he is able to perform the sexual act perfectly 
normally, his wife, who is still very young, is absolutely 
frigid, does not respond to his embraces and seemingly 
does not care whether her husband has coitus with her 
or not. I questioned her husband, who is a very intelli- 
gent man, somewhat of a philosopher and who has, in a 
purely amateur way, studied the theory of psychoanaly- 
Sis, as to his opinion of the cause of his wife’s frigidity. 
He informed me that he reasoned it out in the following 
manner. His wife thinks she has a voice; she thinks that 
the voice may be developed to such an extent that she 
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might become a grand opera star. Her opinion is backed 
up by her music teacher who is paid very well for de- 
veloping her voice. She has such confidence in her 
teacher’s opinion and ability that when the latter moved 
to another city she followed him there so as not to in- 
terrupt her singing lessons. The husband reasoned out 
that all her mind is concentrated on her vocal ambition 
and that her sexual desire is sublimated and kept in the 
background by her other ambition. 

I had the wife see me and after tactful questioning 
obtained from her the confession that she is very much 
in love with her music teacher, prefers him to her hus- 
band, and has already had two brought-on miscarriages 
as a result of her love with her teacher. As before said 
this case is very simple if we know the answer, and in all 
probability a first class non-medical detective might have 
guessed at the solution, but her pseudo-Freudian husband 
was entirely lead astray in the diagnosis. 

Finally we come to the true cases of frigidity. Many 
women are normally frigid before marriage and for a 
certain period after marriage. This applies more par- 
ticularly to a certain high-class type of women who have 
been brought up to consider everything sexual as de- 
grading. In most of these women, if mated with the 
proper person, the frigidity disappears. In some of 
these cases, however, the frigidity continues throughout 
the life of the individual, but may suddenly disappear 
if the woman meets a particularly attractive man. In 
all these cases, we must not dismiss them on the theory 
of a lack of sexual development, but must go carefully 
into the history to determine the possibility of a homo- 
sexual tendency. We must also examine to see if the 
genitals are normally developed, if there is any sign of 
hermaphrodism and if there is a rudimentary condition 
of the genital organs. 

The truly frigid woman rarely complains. To her, 
sex is an unknown quality. The woman that does com- 
plain is the one with the sexual feeling, but without 
pleasure or orgasm at coitus. As regards treatment in 
this last condition, after having ruled out any of the 
previously mentioned possibilities, I desire to state what 
has been my experience in treating this type of woman. 
I will state my diagnosis with a great deal of hesitancy, 
because I am at present not at all certain of the pathol- 
ogy. 
In this class of women, I have found, or imagine I 
have found, a condition of diminished sensibility of the 
vaginal mucus membrane amounting at times to almost 
complete anesthesia. The reason I hesitate to put for- 
ward this lack of sensation as a cause of the frigidity, is 
because normally the sensation of the different portions 
of the female genital tract varies within very wide limits. 
Nevertheless I really believe that, in these cases, the sen- 
sitiveness of the mucus membrane is far below normal. 

But, whether my theory is correct or not, the results 
of treatment have been very gratifying. I am fully aware 
that the neurologist would assert that my treatment is 
purely psychical, but what does the woman care as long 
as she gets well. 

The treatment consists in inserting a large vaginal 
electrode, connecting it with the negative pole, the posi- 
tive pole being connected with a wet-abdominal electrode, 
and then the galvanic current is allowed to pass for about 
ten minutes. Without disturbing the electrodes, we now 
give the sinusoidal-galvanic current for another ten min- 
utes. In both cases no pain must be caused by the treat- 
ment. 

In this brief consideration of the subject of impotence 
in women, I have not the time to consider the well- 
known pathological conditions which often cause im- 

(Concluded on page 256) 
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Specific Condition of the Tongue Noted 
in Peptic Ulcer Cases’ 


Louis W. Scuwinopt, M.D. 


HE problem concerning the condition and the ap- 
pearance of the tongue as a preliminary measure in 
physical examination as to what is going on in the 
digestive canal is as old as the hills. The physician ot 
years ago gauged the affections of internal disease. and 
especially the digestive tract. by the condition of the 
tongue. 

In the past few years the examination of the tongue 
has been neglected, because of the favor the laboratory 
has conferred upon us. The tendency is to disregard 
the clinic at the sick bed, in favor of the chemico- 
bacterio-roentgenologic eexamination. This is the typi- 
cal modern thought. 

In the examination by the physician of patients suf- 
fering from gastro-intestinal disorders, he, the physician, 
has only taken notice of the cleanliness, coating, and 
freedom of movement of the tongue. The finer and 
more detailed inspection has been carelessly ignored, 
but here let us tell you that the minute inspection of the 
tongue leads to startling findings. 

Let us pass over the gross pathology of this organ 
(tongue), such as tumors, vascular structure and change, 
tuberculous, syphilitic and other infectious ulcers, hair- 
tongue, glossitis rhomboidea, the lingua geographica, 
icthyosis lingua, smoker’s patch, etc. 

In the past year I have been much interested in no- 
ticing a change in the course of my study of patients; 
it is the peculiar change in the tongue which one finds 
in ulcers, gastric and duodenal, and in these cases it 
seems very specific. 

One is concerned in the finding of single or multiple 
tissue defects which are found on the posterior portion 
of the tongue, either in the midline or anterior to the 
large papilla, frequently symmetrical, occasionally un- 
ilateral, which present themselves as epithelial defects 
on the corium of the tongue; they are round or oval, 
sometimes elongated; they are superficial, not sensitive 
to pain, and give the impression of superficial ulcers. 
They frequently are symmetrical, noticed along the mid- 
line of the tongue. Their size is usually 2, 5 to 8 mm. 
The edges are smooth. They give the tongue a charac- 
teristic appearance. 

The interesting part of these ulcers is that they only 
show themselves in ulceration of the stomach or du- 
odenum, that they remain as long as the ulceration is 
present, and that they disappear on healing of the ulcer 
—they then seem to vanish into the normal epithelium. 

As stated before, I have found this ulceration only in 
ulcer cases, except, very singularly, in two cases of ul- 
cer-carcinoma which was verified at post-mortum. 

In all I have had over 50 cases in which I have found 
the changes described. 

I wish to make the following declaration: If you find 
the sign ulcer-tongue, you are safe in saying that 
an ulcer exists in the stomach or duodenum; if you do 
not find it, there is a possibility of ulcer being present. 
But remember the positive finding of ulcer-tongue is 
positive for ulcer. 

As before stated, this peculiar change occurs only in 


* Address before Clinical Conference of the National Stomach Hospital, 
April 12, 1932. 


Philadelphia, Pa. 


stomach and duodenal ulcer. If ulcer symptoms are ab- 
sent you are dealing with latent ulcer; this has been 
shown by my colleague, Dr. Wiley, who has recently 
shown by X-ray ulcer of the stomach and duodenum 
which were symptom-free, but had the ulcer tongue. 

It has never been shown in any literature that ex- 
foliative glossitis, or exfoliative areata lingua in stoma- 
titis, or geographic tongue as found in disorders of the 
digestive system, have anything in common with the de- 
scription I have given. 

The difficult part to explain is the cause of this con- 
dition. It could be: 

1. A trophic factor affecting the mucus membrane 
of the tongue. 

2. A more simple explanation is that in belching, 
regurgitation or vomiting the HCI comes in more or less 
direct contact with the mucus membrane of the tongue, 
which may give a foundation for beginning epithelial 
defect. In quite a few histories of my patients acid 
eructions or sour vomiting has been notable. 

In summing up my observations I will give you the 
following conclusions. 

1. In ulcer disease (gastric or duodenal) you will 
find in most cases a peculiar change manifested in the 
tongue as multiple, round or oval, confluent epithelial 
defects, which disappear on healing of the ulcers. 

2. The tongue-ulcers are characteristic in ulcer dis- 
ease, and in ulcer-carcinoma. 

3. The presence of the tongve defect is positive, the 
absence not negative for ulcer. 

4. The cause may be trophic or a concomitant blood 
change found in ulcer. Again it may be chemical, 
brought about by vomiting or regurgitation of the gas- 
tric acid. 

5. I have shown you a characteristic epithelial defect 
diagnostic for ulcer, a change found on the tongue which 
I do not believe has been described heretofore. 

1509 North 15th Street. 


Lissauer’s Dementia Paralytica 

The usual case of dementia paralytica shows at autopsy diffuse 
atrophy of the cerebral cortex, which is most intense in the frontal 
lobes and progressively decreases in intensity toward the posterior 
poles of the hemisphere. Such a distribution of the atrophy 
is expected from the character of the clinical course, which 
offers no symptoms or signs of a focal nature. In contrast to 
these usual cases are the cases which during life show {cal 
signs and at autopsy striking atrophy of certain convolutions 
Heretofore, dementia paralytica has been considered only a 
disease of the cortex, and all lesions found in the white matter 
have usually been thought to be secondary.—Merritt, H. H., 
ee, M.: Arch. Neurol. & Psychiat. 27:987 (May) 


Origin of Syphilis 

Somewhere and at some time a non-pathogenic spiral orgasm 
acquired pathogenic properties and became Spirochaeta pal’ia. 
It seems likely that this event took place in America, less tan 
10,000 years ago. . . . An antiquity for syphilis as slight as «ven 
2,000 years would, I think, present no difficulties to a modern 
bacteriologist accustomed to the development of rough and 
smooth, nonvirulent and virulent colonies from one pure culture 
of bacteria, frequently under conditions that he can easily 
control.—Williams, H. U.: The Origin and Antiquity of 
Syphilis: The Evidence from Diseased Bones. Arch. Path. 
13:979 (June) 1932. 
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Family Stock Betterment 
With Reference to Left-Handedness* 


Gorpon, M.D. 


N the presence of any given anomaly in structure or 
function, it is highly important to determine whether 
it is morbid and the result of an accident in the life 
of the individual or whether it is inherent and hereditary. 
In the first case the damage is confined to the carrier of 
the anomaly and will no more be likely to be transmitted 
through heredity than any diseased condition which 
occurred incidentally. In the second case on the contrary, 
the condition is inherent and belongs to the group of 
etioligical factors that are capable of exercising their 
influence on subsequent generations. 

If one draws a parallel between disorders transmitted 
to the descendants with those present in the ascendants, 
almost invariably a similarity in the form is found. For 
example arrested development in the intellectual domain 
finds its source in an analogous condition of the ascend- 
ants. Various psychic disorders of the psychoneurotic 
individuals originate chiefly in similar psychic heredity, 
demonstrating thus the existence of disturbances of the 
same character in the ascendants. In physical heredity 
one observes a predisposition of an organic character, 
such as cerebral congestion, apoplectiform insults, ab- 
normal impressionability of the cerebral neurones to 
toxic factors and many other special abnormal states. 
There are therefore substantial reasons for admitting 
that heredity, generally speaking, is expressed by trans- 
mission of similarity and more in the fundamentals of 
the latter than in its form. If sometimes we do observe 
dissimilarity of the transformation in hereditary char- 
acteristic units, we are dealing in reality only with ap- 
parent changes of form but not of basic elements. The 
latter are the source of the cardinal hereditary phenom- 
ena irrespective of their form. What is commonly 
called predisposition in morbid functions of a physical, 
intellectual, moral, emotional or volitional domain, is the 
predominant feature transmitted directly by the funda- 
mental psychopathic or physical disorders of the as- 
cendants. As one of the very many illustrative ex- 
amples of abnormal conditions occurring in several mem- 
bers of the same family independently of external causes 
left-handedness is presented here as a specimen of phy- 
siological deviation from the generally observed right- 
handed function. This peculiarity of course may be 
acquired by any healthy individual when a continuous 
effort is being made for the acquisition of greater con- 
trol of the left hand. But the subject of the present 
study is based not on special training common to all 
normal persons, but on the incidence of a familial trait 
repeating itself in consecutive generations and created 
by the fundamental laws of heredity. 

_The problem of left-handedness has been a subject 
ot much discussion among the investigators of genetic 
problems. That a hereditary factor is found in many 
cases, there is abundance of proof judging from the 
records in the literature. Among the striking examples 
attention is called to the record by Armé-Pére con- 
cerning a left-handed woman who brought into the 
worl! 14 left-handed children (in E. Gaupp. Slg. anat. 


Ww. Read at the meeting of the Pennsylvania Academy of Science held in 
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und. phys. Vortr. 1. H.4, 1909). H. Griesbach observed 
that when only the father or only the mother or both 
are dextrocerebral or sinistrocerebral, the children will 
also be dextro- or sinistrocerebral respectively (Deut. 
Med. Wchn. 1919, No. 51). E. Etier in his book en- 
titled “Untersuchungen iiber Linkshandigkeit, Jena 
1911” had formulated the following rules in accordance 
with the large number of his observations: 

1. The transmission of left-handedness from the 
father is more frequent to the son than to the daughter. 

2. From the mother either to the son or daughter. 

3. From the father through his right-handed daugh- 
ter to the boy-grandchild, rarely to the girl-grandchild. 

An analysis of his studies suggests that, the influence 
of the male is predominant ; that left-handedness is a fine 
hereditary peculiarity which can be transmitted directly 
and what is more important, indirectly to the grand- 
children or great-grandchildren after having missed some 
members of the family; that in the intermediary heredity 
the offspring present a mixture of the characteristics 
of both parents; that in the so-called neo-morphous 
heredity the characteristics of the offspring are not de- 
rived directly from one of the parents. Stier emphati- 
cally asserts that every left-handed person originates 
from some left-handed ancestor. 

Other observers also speak of predominance of the 
male influence over the female. From the examination 
of 17,074 cases in this respect, M. Shaefer arrived at 
the same conclusion (Ber. Klin. Wehschr. 1911, 295 ff.). 
He claims that left-handedness is more widely spread 
than it is generally believed. Statistics show that 
33.05% left-handedness in male originates from the 
father and 27.55% on the mother’s side. Moreover 
hereditary left-handedness from both parents is met 
more frequently in the female offspring. Speaking gen- 
erally left-handedness is encountered more frequently 
in females than in males. An extremely interesting ob- 
servation was made by H. Klaehn in the Southwestern 
section of Germany, especially in Wirttemberg, namely 
that left-handedness was closely associated with alco- 
holism of the population. He (and Stier concurs with 
him) concludes that in all such cases there is a heredi- 
tary degenerative background. (Das Problem der 
Rechtshandigkeit, 1925). 

As to the influence of grandparents, statistics show 
that hereditary left-handedness in either sex alone is 
more pronounced in female than in male offspring 
(56.68%-41.32%). A Schott had the opportunity to 
investigate the influence of hereditary left-handedness in 
sisters of the parents (Ztzschr. f. d. ges. Neur. u. Psych. 
135; 1931, p. 305). He examined 2,619 records and 
found a predominance in the sisters of the mother over 
those of the father. Every investigator in this field of 
knowledge must acknowledge that there is no distinct 
hereditary type. 

As to the pathogenesis of left-handedness many 
theories have been advanced. V. O. Verschuer, for ex- 
ample, attaches much importance to the problem of 
bodily asymetry which is caused by mechanical and 
physiological factors during the process of intra-uterine 
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development (Z. Morph. u. Anthrop, 27; H.2; 171 ff; 
1929). There are records in the literature which sug- 
gest a pathogenesis of brain diseases and brain trauma. 
Besides, we are in possession of records in which left- 
handedness was associated with congenital anomalies of 
speech, deafness, color blindness, epilepsy, mental defi- 
ciency, and other abnormalities, hereditary or congenital, 
of morphological character, such as asymetries of limbs, 
of ears, face, palate, etc. 

If we add also the above mentioned coincidence with 
widely spread alcoholism in a certain region of Ger- 
many, we are led to believe that left-handedness is ob- 
served chiefly or in the majority of cases in individuals 
with a degenerative background. Evidently during the 
process of intrauterine foetal development the two 
hemispheres of the brain which control in a crossing 
manner the right and left hand, undergo some changes 
which predominate on one or on the other side. 
These changes are perhaps vascular or cellular or both. 
Having been produced originally in the ancestors, each 
succeeding generation will inherit the cellular and vas- 
cular predominance which endows one or the other hemis- 
phere with greater crossed controlling power, and left- 
handedness is the result. To translate this thought into 
embroyological language it means that the original germ 
cell which is made up of gametes destined to divide and 
subdivide for the formation of future bodily organs, 
contains through the fusion of two sex cells the special 
elements for building one side of the brain more vas- 
cular or more cellular in order to render it predominant 
in its future function. It would appear therefore that 
once a characteristic unit is present in the germ-plasm 
it will continue to be transmitted ad infinitum from 
species to species, from race to race and thus will re- 
main pure and true to its species until the individuals 
are segregated. This is the fundamental principle of 
inheritance as proclaimed by Darwin himself. The real 
value of Darwin’s principle can be fully appreciated if 
one bears in mind the influence of selection upon the 
improvement of animal and vegetable races. A brilliant 
confirmation of this principle is found in the Mendelian 
laws of heredity with their dominant and recessive be- 
havior in plants and animals. The latter conception is 
of a very great practical importance in health as well 
as in tendencies to certain diseases or in morphological 
abnormalities. It enables us to predict with a certain 
degree of accuracy the possibility of dominant and re- 
cessive inheritance of defects, of abnormalities of struc- 
ture, of pathological states. We observe, for example, 
that if a person suffering from a disease that shows 
recessive inheritance, marries a person who is healthy 
himself and in his inheritance, all of the children must 
be healthy. When a person carrying rudiments of a 
recessive disease mates in marriage with a blood rela- 
tive who also carries the same rudiments, the result will 
be disastrous. Consanguinity of parents therefore en- 
tails great danger for the offspring. All these observa- 
tions have been made with respect to various diseases 
as well as to normal characteristics. But if in mating 
new hereditary factors arise, improvement of the species 
is bound to follow. Evolution of the stock consequently 
will follow the impelling force of selection. In such 
manner the ingredients of an abnormal inheritance pat- 
tern of one of the conjugal parties are in subsequent 
generations represented only in a small number or not at 
all. A continuous effort in this direction in the fol- 
lowing generations will lead to a marked increase of the 
most capable hereditary stocks and progressive improve- 
ment of the species and race. Selection is and will con- 
tinue to be therefore the decisive factor, as it pre- 
vents certain undesirable inheritance patterns of one 
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marital party from increasing and through the beneficial 
influence of the other normal half maintains the high 
level of the species. 

It is on the basis of this principle that Race Hygiene 
is founded. Improvements in the hereditary founda- 
tions of human family-stocks are feasible, when one 
considers the fundamental improvement of animals under 
skillful selection and mating and thus a gradual elimi- 
nation of undesirable characteristic-units will be ob- 
tained. Hereditary pathological states, physiological ab- 
normalities or defects are governed by the general laws 
which are identical with those which regulate the trans- 
‘mission of normal morphological characteristics from the 
highest to the lowest point of the animal scale. Morbid 
heredity is controlled by the same laws as physiological 
heredity. The knowledge of the laws of heredity and 
of the biological or morphological modifications is of 
paramount value from the viewpoint of eugenics. 

Constructive eugenics is a reality based on strict ap- 
plication of scientific principles. In the following two 
examples one finds a confirmation of only one of the 
multiple varieties observed in all spheres of human in- 
heritance. It concerns a gradual diminution and even 
disappearance of a peculiar trait in the function of the 
upper extremities which has been traced in several gen- 
erations. 

Family A.—Both great-grandparents were left-handed. 
There were three daughters, left-handed, and one son, 
right-handed. One daughter married a right-handed man 
and they had two right-handed sons and two left-handed 
daughters. The other daughter married a left-handed 
man and they had three left-handed sons. The third 
daughter married a right-handed man and they had three 
children: a right-handed son, a left-handed son, and a 
right-handed daughter. The two right-handed’ children 
married right-handed individuals, and their children are 
all right-handed. The following generation presented 
all right-handed offspring except one case. 

Family B.—Grandparents are both left-handed. There 
was only one child—daughter, left-handed. She mar- 
ried a right-handed-man. They had two left-handed 
children and one right-handed. They all married right- 
handed individuals. The following generation showed 
a tremendous increase of right-handedness. In the sub- 
sequent generation it happened that the left-handed never 
married. All right-handed brought into the world ex- 
clusively right-handed offspring. 

1812 Spruce Street. 


Significance of Hematemesis 

1. The source of hematemesis may usually be determined with 
accuracy if data, obtainable through a detailed anamnesis, careful 
general examination and systematic laboratory data, are care- 
fully evaluated. 

2. The most common cause of hematemesis will be found in 
intrinsic gastric duodenal or jejunal lesions. Peptic ulcer is by 
far the most common cause of this symptom. It is well to re- 
member that indigestion and hemorrhage usually mean an intrisisic 
gastro-intestinal lesion. ; 

Diseases in which varices are likely to develop are next in 
importance in the prcduction of hematemesis; they accounted for 
5.5 per cent of the 668 cases of this series. ; 

4. Vomiting of blood is a rare complication in blood dyscr®=ia, 
and the recognition of such diseases is usually accomplished \ ith- 
out much difficulty. 

5. Surgical exploration seems the advisable procedure in cases 
of repeated hemorrhage when there is no evidence of blood ‘vs- 
crasia or of hepatic or splenic disease. In practically all such 
cases the bleeding is explainable on the basis of an intrinsic £4s- 
troduodenal lesion —ANprew B. Rivers, M.D., et al. J. A.V. 4. 
May 7, 1932. 


Devitalized Teeth 
Dead teeth, although the x-ray may not show pus, are serious 
menaces. 


August, 1932 
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The Clinical Significance of Hematuria’ 


PuILip GoLpFADER, M.D. 


MATURIA may be defined as a condition in 
which blood is found in the urine or is associated 
with the act of urination in sufficient quantity to 

discolor the urine or be a factor on microscopical exam- 

ination. 

The subject of hematuria is one of great importance 
and I feel cannot be brought to the attention of the pro- 
fession too often, for frequently patients are seen who 
have had one or more attacks of hematuria and have been 
dismissed and assured that there was nothing seriously 
wrong. Apparently one of the reasons for this negli- 
gence is the fact that, in the majority of cases, the bleed- 
ing may stop spontaneously or after the administration 
of some urinary antiseptic. Thus, the patient is falsely 
assured that the bleeding is of no consequence or just the 
result of a minor disorder or ailment. 

Kretschmer states that the presence of blood in the 
urine is indicative of organic disease in the genito-urin- 
ary tract. He further states that if this viewpoint would 
be assumed by all physicians, many patients who now 
seek relief for various urological lesions would be seen 
early in the course of the disease and at a time when 
much could be done, whereas procrastination, the taking 
of drugs and the putting off of a urological survey re- 
sult in patients coming to the urologist with far advanced 
lesions, many of which are beyond medical or surgical 
relief. 

Instead of regarding hematuria as a minor symptom, 
to-day, in the light of our present knowledge, hematuria 
must be regarded as a warning of a serious nature which 
may involve any part of the urinary tract and our ef- 
forts should not cease until the location and character of 
the lesion responsible for the bleeding has been deter- 
mined. 

Blood in the urine neither indicates the part of the 
tract it comes from nor its causative disease. As will be 
pointed out, the clinical history, the findings in the urine, 
and the physical examination of the body as a whole, and 
of the urinary tract in particular, must all be used as ad- 
juncts in answering these two important questions—im- 
portant because no rational therapeutic measures can be 
employed before the source of the bleeding, and the 
cause, are known. 

The color of the urine does not absolutely prove the 
presence of blood since an excess of uric acid or of bile- 
pigment, or the ingestion of senna or rhubarb, or the pres- 
ence of hemoglobin, gives a similar reddish or brownish 
tint. The diagnosis must be founded on a microscopic, 
spectroscopic or chemical examination. 

As the result of our investigations, we feel that even 
the presence of a few blood cells in the urine is evidence 
of some organic disease of the genito-urinary tract 
where a history of trauma, sexual excesses or venereal 
infection can be eliminated. The proper investigation of 
any case of hematuria includes a complete history ; phys- 
ical «xamination; urine analysis, including bacteriology ; 
cysto-urethroscopy; cystoscopy; catheterization of the 
ureters and urography and should continue until the 
— and cause of the bleeding are established beyond 

oubrt. 


*From the Urological Service of the Brooklyn Hospital. 
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Observation of the jets of urine is often more valuable 
than catheterization of the ureters in determining the 
source of blood. With the improvements in urography 
the source and cause of most cases of hematuria can be 
definitely determined, resulting in a diminution in the 
number of so-called cases of essential or idiopathic hema- 
turia. 

The causes of hematuria may be divided into the fol- 
lowing groups :— 

I—EXTRANEOUS SOURCES: 
(a)—Systemic disease. 
(b)—Lesions in adjacent structures. 

II—LESIONS OF THE GENITO-URINARY 

TRACT: 
(a)—Renal lesions. 
(b)—Ureteral lesions. 
(c)—Bladder lesions. 
(d)—Urethral lesions. 
(e)—Prostatic lesions. 

Systemic disease may be responsible for the appear- 
ance of blood in the urine, as is seen in the course of 
hemophilia, leukemia, splenic anemia, Hodgkin’s disease, 
septic endocarditis, mitral stenosis, cirrhosis of the liver 
or because of parasites (Filaria sanguinis hominis and 
Bilharzia). When it is due to infectious fevers, such as 
variola, scarlatina, malaria, typhoid fever, or to dyscrasiae 
such as scurvy or purpura, it is not likely to be con- 
founded with hematuria which is mainly local in origin. 

Hematuria may be present after various acute poison- 
ings, such as cantharides or turpentine, and occasionally 
after excessive doses of urotropin. 

Lesions in the adjacent structures which may be re- 
sponsible for blood in the urine include appendicitis, 
carcinoma of the uterus, ovarian cyst, gall-bladder disease 
and pregnancy. These conditions not infrequently in- 
volve the ureter by direct continuity or involve the kid- 
ney as a result of a severe bacteriemia. Occasionally red 
blood cells are found in the urine during an attack of 
acute appendicitis and at times inflammation of the kid- 
neys may follow acute intra-abdominal conditions due to 
liberation of toxins in the blood. I believe that fewer 
patients with chronic right-sided pain are now operated 
on for appendicitis than formerly, as cystoscopy and 
urography are now used more routinely to determine ure- 
teral pathology. 

If a careful history and thorough physical examination, 
including laboratory investigations, have ruled out sys- 
temic diseases and lesions in adjacent structures as 
causes for the hematuria, then a complete study by one 
trained to apply the modern diagnostic methods of Cys- 
toscopy, cysto-urethroscopy and urography, so as to elim- 
inate, one after the other, every possible lesion in the 
major group of the genito-urinary tract proper, is the 
next procedure. 

Bleeding from the kidney or ureter always indicates a 
lesion of importance. Among the most common causes 
may be enumerated: Acute or chronic nephritis, either 
infectious or toxic; renal or ureteral neoplasms; renal or 
ureteral calculus; renal tuberculosis; pyelonephritis, 
hydronephrosis; pyonephrosis; papillitis; traumatisms ; 
infarcts of the kidney; hydroureter and stricture of 
the ureter. Profuse unilateral renal hemorrhages from 
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undetermined or obscure causes are grouped for con- 
venience under the pathological heading of “Essential 
Hematurias.” 

Many authors assert that almost without exception the 
underlying cause is a nephritis. In spite of this state- 
ment there are many cases on record of hemorrhage from 
a kidney where neither the previous nor subsequent his- 
tories suggested nephritis, where at operation no disease 
could be seen macroscopically and where the microscopic 
examination of the kidney cortex indicated a normal 
kidney. 

The diagnosis of essential hematuria can only be made 
by exclusion after we have exhausted every means at 
our disposal. Temporary bleeding from the kidney may 
result from the sudden emptying of a chronically dis- 
tended bladder. Most important is it, I believe, to sub- 
mit patients with hematuria to investigation with the 
cystoscope during an attack of hematuria and not to wait 
until the hematuria has subsided. How often is much 
valuable time lost when the urologist is requested to 
make a diagnosis in the free interval, when neither kid- 
ney is bleeding. 

Hematuria was present in 107 cases (58.1 per cent) 
out of 180 cases of renal calculi reported by Young and 
in 41 cases (40 per cent) out of a series of 102 cases 
of renal calculi reported by Morris. As shown by these 
statistics, hematuria is a fairly constant symptom of 
stone. Hematuria occurs most frequently when the stone 
is passing through the ureter, but may appear when the 
stone is in the pelvis of the kidney. Blood casts and long 
ureteral clots rarely occur. The bleeding usually in- 
creases after exercise and hence the presence of a greater 
number of red cells in the sediment centrifuged from the 
urine passed after exercise is suggestive of stone. 

An oblong shadow in the course of the ureter is 
likely to be a stone, but such a shadow is no more 
sufficient evidence of the presence of stone than the 
absence of such a shadow is evidence of its absence. 
An #-ray will aid in the diagnosis of stone and is 
positive in approximately 90 per cent of cases. We 
must never be satisfied to exclude the diagnosis of 
ureteral stone on the basis of negative x-ray, for it 
is well known that a large proportion of calculi of 
uric acid or urate nature throw no shadow_on the 
plate and cystin stones cast no shadow with the 
x-ray. unless they are very large. In these cases 
the diagnosis of stone must be confirmed by other 
physical evidences, notably by the wax-tipped cath- 
eter, pyelography, ureterography, evidence of de- 
ficient renal function or evidence of renal infec- 
tion. The main procedure in the localization of the 
stone is to determine whether it is situated in the 
pelvis, in a calyx or in the cortex. If cystoscopy, 
catheterization of the ureters and pyelography are 
not done as routine procedures for the diagnosis of 
stone, operation will frequently not reveal the stone 
for which one searches. These points are illustrated 
by the following case reports :— 

Case I—Mrs. M. M., age 56. Italian, housewife, 
married 36 years. 

Diagnosis :—Calculous Pyonephrosis. Family his- 
tory negative. Past history: pneumonia at twenty, 
otherwise negative. Appetite fair, bowels consti- 
pated. Cessation of menses at 46. Married 36 years 
and has had three children. For the past three 
weeks has had dull pain in the right lumbar region, 
especially at night, associated with frequency, void- 
ing every 2 hours during the day and 3 to 4 times at 
night. Has seen blood in urine on three or four 
occasions during the past week. Feels nauseated at 
times, but has not vomited. A catheterized speci- 
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men of urine showed numerous pus cells in clumps, 
a moderate number of red blood cells and a few cal- 
cium oxalate crystals. 

She was referred for cystoscopy and x-ray study. 
The bladder and ureteral orifices were essentially 


FIG. 1. CASE I. CALCULOUS PYONEPHROSIS 


negative and No. 5 «-ray catheters passed readily to 
both kidney pelves. 

Intramuscular injection of P. S. P.—appeared in 
11 minutes from the right kidney and no dye ap- 
peared in 30 minutes from the left kidney. 

Urine Specimen:— 

Bladder—2-plus albumin; few hyaline and granu- 
lar casts; 10-12 pus cells, occasional clumps; 
few red blood cells; few epithelial cells. 

Right Kidney—2 plus albumen; calcium oxalate 
crystals; no pus; no casts; many red blood cells. 

Left Kidney—3 plus albumen; occasional hyaline 
and granular casts; 20 leukocytes per high pow- 
er; few clumps; moderate number red blood 
cells; few epithelial cells. 

Cultures—Sterile. 

Plain X-Ray:—catheters have advanced to both 
kidney pelves. The right kidney is enlarged and 
ptosed. The left kidney is also enlarged and has 
two large calculi and four smaller calculi in the kid- 
ney pelvis. 

Pyelogram:—Left—shows a large distorted pelvis 
with dilatation of all calyces and with a rim of kidney 
cortex left. 

Ureterogram:—Left—shows a narrowing of the 
lower third of the ureter with a dilatation of the 
ureter right up to the kidney pelvis. 

I feel that the pain in the right kidney area was 
probably due to a compensatory hypertrophy of the 
kidney. Left nephrectomy was advised, but the 
patient has refused operation up to the present time. 

Case II—Mr. F. W. Age 38, male, salesman. 

Diagnosis—Bilateral Ureteral Calculi. 

Family History—Negative. Previous Personal 
History :—Had measles and scarlet fever in child- 
hood. _Had influenza three years ago. Appetite 
good; bowels regular. For the past 6 months pa- 
tient has had dull pain in the right lumbar region 
associated with marked frequency of urination, void- 
ing every hour during the day and three to four 
times during the night. Two weeks ago had a sharp 
attack of pain in right loin which radiated to the 
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scrotum. This attack lasted three hours and was 
relieved by a hypodermic injection of morphine. The 
examination of the urine following the attack showed 
numerous red blood cells. 

He was referred for cystoscopy and x-ray. The 
bladder mucous membrane and ureteral orifices ap- 
pear normal. No. 5 x-ray catheter passes readily to 
left kidney pelvis. On the right side No. 5 +-ray 
catheter is obstructed at 3 cm. and will not pass. No. 
4 catheter passes to right kidney pelvis after consid- 
erable manipulation. 

Urine Specimen :— 

Bladder—shows moderate number of pus cells in 

clumps; few red blood cells and epithelial cells. 

Right Kidney—shows few very large clumps of 

degenerated pus cells; few red blood cells; occa- 
sional epithelial cells. 

Left Kidney—Occasional leucocyte; few epithelial 

cells. 

Cultures—Sterile. 

Intravenous injection of indigo-carmine appeared 
in 8 minutes from the right kidney and in 6 minutes 
from the left kidney. 

Plain X-Ray:—shows that the «x-ray catheters have 
advanced to both kidney pelves. The kidneys are 
of normal size and in normal position. There is an 
opaque shadow along the course of the lower right 
ureter and a similar shadow along the course of the 
lower left ureter. 

Due to the fact that the patient had all his symp- 
toms on the right side, a study of this side was made 
at this time. 

Pyelo-Ureterogram—Right—shows a dilatation of 
the pelvis and all major and minor calyces. The 
ureter below the site of the calculus is definitely 


FIG. 2. CASE II. 
BILATERAL URETERAL CALCULI 


narrowed; there is a bulbous enlargement at the site 
of the calculus; the rest of the ureter is moderately 
dilated. 

He received two dilatations of the right ureter and 
four days following the last dilatation he passed the 
calculus from the right ureter. He received six 
ureteral dilatations over a period of three months 
before he passed the left ureteral calculus. 

The commonest kidney tumor of adult life, de- 
scribed by Grawitz as arising from bits of adrenal 
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tissue incorporated in the kidney during fetal life, is 
known as a hypernephroma. The greatest un- 
certainty reigns as to the histogenesis of these tu- 
mors, and competent pathologists have described 
them as sarcoma, hypernephroma, angiosarcoma, 
endothelioma and carcinoma. These tumors are 
usually slow growing and not invasive. The kidney 
tissue is pushed aside, compressed and undergoes 
pressure absorption. Hematuria is the commonest 
and usually the earliest symptom and is painless. 

Careful ureteral meatoscopy should be done to de- 
termine the source of bleeding. The pyelogram is the 
most important diagnostic agent, because of the 
very marked tendency of practically all renal neo- 
plasms to invade the pelvis. This is equally the 
case whether the tumor originates in the pelvis or 
in the parenchyma. Deformities in the outline of 
the renal pelvis resulting from neoplasm may be 
classified as :— 

(1)—Elongation of one or more calyces, or the 
true pelvis. 

(2)—Encroachment on the pelvic lumen so as to 
cause either flattening of the general pelvic outline, 
narrowing of the individual calyces, obliteration of 
one or more calyces, or complete occlusion at or near 
the uretero-pelvic juncture. 

(3)—Secondary Pyelectasis. 

(4)—Abnormal position of the renal pelvis. 

(5)—Deformity at the uretero-pelvic juncture and 
upper portion of the ureter. 

Hypernephromata do not metastasize, especially 
early, and the only hope we have of curing this con- 
dition is in early recognition followed by nephrec- 
tomy. If neglected they are fatal in 100 per cent of 
cases. When the renal neoplasm has attained suffi- 
cient size to be palpable and the pyelogram shows 
definite pelvic abnormality due to compression, then 
surgery will accomplish very little, for as a rule by 
that time the tumor will have metastasized to the 
chest, cervical glands, etc. For clinical purposes it 
may be safely said that all solid kidney tumors giv- 
ing symptoms are malignant and should be treated 
by an immediate nephrectomy. 

Tumor of the Kidney :— 

Case III—Mr. P. I. Age 48, Italian, laborer. 

Diagnosis—Tumor of the Left Kidney. 

Family History—essentially negative. Previous 
History—Had pneumonia when eight years old. Had 
2 Neisserian infections, the last one 15 years ago. 
Lues denied. Two weeks ago noticed blood in his 
urine at every urination, associated with a dull ache 
in the left lumbar region. Voids every two hours 
during the day and once at night. Has no burning 
sensation when he voids. The bleeding stopped two 
days ago. He was referred for a urological survey 
to determine source of bleeding. His cystoscopic 
findings were as follows:— 

*The bladder mucous membrane appears normal. 
There is a moderate intravesical enlargement of all 
lobes of the prostate. There is a large, soft, irregular 
mass in’ the base of the bladder which appears to be 
a blood-clot. Ureteral orifices appeared normal and 
ureteral meatoscopy revealed clear urine coming 
from both kidneys. Both ureters were readily cathe- 
terized and clear urine appeared from the right kid- 
ney and bloody urine from the left kidney. 

Urine Specimens :— 

Bladder—Albumin 3-plus; few white blood cells; 
many red blood cells; few epithelial cells. 
Culture—Micrococcus ureae. 

Rt. Kidney—Aubumin 1-plus; moderate number 
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of red blood cells; moderate number degenerat- 
ed epithelial cells; Culture—B. coli. 

Lt. Kidney—Albumin 4-plus; few white blood 
cells; many red blood cells; some epithelial cells. 
Culture—Staphylococcus albus. 

Intravenous injection of indigo-carmine appeared from 


FIG. 3. CASE III. TUMOR OF THE KIDNEY 


the right kidney in 4 minutes and from the left kidney 
in 5 minutes. 

X-Ray study revealed the following:—The -+-ray 
catheters have advanced to both kidney pelves. The 
right kidney is slightly enlarged and ptosed. Left 
kidney is moderately enlarged. No evidence of 
urinary calculi. 

Pyelogram:—Left—shows a pelvis of normal size. 
The upper calyx appears normal. There is a filling 
defect involving most of the lower calyx and part 
of the middle calyx. 

Ureterogram:—Left—is essentially negative. 

Diagnosis:—Tumor of the Left Kidney. 

The patient was shortly afterwards operated on 
and the diagnosis of tumor was corroborated. 

The hematuria of renal tuberculosis, according to 
Keyes, assumes three forms which occur in the fol- 
lowing order of frequency :— 

(1)—Microscopic hematuria occurs from time to 
time in all cases. 

(2)—Slight microscopic hematuria is likely to oc- 
cur as soon as the bladder has been consider- 
ably infected. Later this usually ceases. 

(3)—Massive hematuria (renal hemoptysis, as it 
has been called) is rare, but it may dominate 
the scene. It occurs early and in the absence 
of other symptoms may suggest neoplasm. 

The demonstration of the tubercle bacillus in the 
urine clinches the diagnosis of urinary tuberculosis. 
Owing to the fact that the smegma bacillus takes 
the same stain as the tubercle bacillus, it is useless 
to examine voided urines. It is therefore imperative 
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to obtain catheterized specimens. There are other 
findings which render the probability of tuber- 
culosis very great and which in some cases form 
the basis of a complete diagnosis, e.g., a chronic 
acid cystitis with a urine having a negative bac- 
teriology which has started insidiously and re- 
sists all ordinary medicaments. is highly suggestive 
of renal tuberculosis; still more so when there is evi- 
dence of tuberculosis elsewhere in the body. If 
there is still some doubt as to the diagnosis 3-4 
c.c. of the urinary sediment is injected intraperi- 
toneally in a guinea-pig. This is the most delicate 
test we have. Three or four weeks, however, are re- 
quired for the development of unmistakable lesions. 
The guinea-pig inoculation is not always infallible, 
microscopic examination of the urine may be nega- 
tive and the other clinical data uncertain. Further- 
more, in the course of routine cystoscopy, no indi- 
cation of tuberculosis may be found and the pyelo- 
gram alone may call attention to the presence of 
tuberculosis and establish the correct diagnosis. 
Pyelography is of particular value in cases of doubt- 
ful or circumscribed renal tuberculosis and in the 
differential diagnosis of renal tuberculosis and pye- 
lonephritis. The most important changes caused by 
Renal Tuberculosis in the renal pelvis and ureter are 
(1)—Areas of cortical necrosis; (2)—Irregular dila- 
tation of the renal pelvis; (3)—Obliteration of one 
or more calyces, and (4)—Stricture of the ureter. 

When acute glomerulo-nephritis follows focal in- 
fection or occurs in embolic form in subacute bac- 
terial endocarditis, the hematuria is the principal 
finding, there being no rise in blood pressure, few 
casts and not more albumin than is accounted for 
by the presence of the blood. After subsidence of the 
acute attack, the blood may persist for a long time, 
accompanied by traces of albumin and a slight rise 
in temperature. 

The bleeding from chronic nephritis is moderate; 
exceptionally it is intermittent and profuse. Other 
symptoms of the disease, and particularly the results 
of urinary examination, suggest the cause of the 
hemorrhage. 

Ilematurias associated with pyelonephritis, pyelitis 
or pyelocystitis are especially interesting and are 
difficult to differentiate from tuberculosis or calculus 
(uric acid). Nephroptosis is sometimes associated 
with hematuria and hematuria is a late symptom in 
polycystic kidney. 

Very interesting cases are those of the infarction 
described by Brewer, which are as a rule unilateral 
and in which hematuria is associated with strepto- 
coccic or staphylococcic infection. Most cases of sep- 
tic infarction are fulminating in character and us- 
ually end fatally in a few days unless operated upon 
early. 

In ureteral hematuria trauma, tumor, tubercul-=is. 
calculus, infection or stricture may be the cause 0! 
the bleeding and it may be difficult to differentiate 
between the kidney and ureter as the source © 
bleeding. It is only by means of the plain +-rey. 
catheterization of ureters, pyelogram and uretcro- 
gram that an accurate determination can be made 

Bleeding from the bladder is practically ne\er 
negligible. The principal causes of bleeding «re 
acute cystitis, calculus, neoplasm, tuberculosis, sub- 
mucous or interstitial cystitis, benign prostatic 
hypertrophy and carcinoma of the prostate. 

Hematuria if solely due to cystitis is slight, even 
microscopic, and tends to appear at the end of urina- 
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tion (terminal hematuria). Stones and other for- 
eign bodies may cause pronounced hematuria. 

Hematuria in stone cases is traumatic in origin 
and at first is aroused by some jolt. It is usually 
associated with pain and the hemorrhage though 
profuse is short-lived. Later in the disease, the per- 
petual straining due to the accompanying cystitis 
may make the hematuria quite continuous. The diag- 
nosis of vesical calculus is easily made by the cysto- 
scope. 

Papillary epithelial tumors constitute the very 
great majority of all bladder tumors. Young states 
that papillary tumors, including benign and malig- 
nant papilloma and papillary carcinoma, comprise 
not far from 90 per cent of all bladder tumors. 

Every malignant papilloma probably begins as a 
benign papilloma, though the malignant change may 
occur as soon as the tumor appears. The tendency 
to assume a malignant form of growth is variable and 
depends partly, but not entirely, on the age of the 
patient. Thus, a young individual is more apt than 
an old one to have benign papilloma go for a long 
time without showing malignant changes, but is not 


FIG. 4. TUBERCULOSIS OF THE KIDNEY 


sure to do so. It is well established to-day that a 
tumor which was originally benign, if allowed to re- 
main without treatment, ultimately becomes trans- 
tormed into a carcinoma, and even if a benign tumor 
is removed by fulguration, radium or by surgery, if 
a recurrence takes place, the secondary growth is 
very likely to be a carcinoma, instead of the original 
type of benign papilloma, or in other words, all tu- 
mors of the bladder are potentially malignant and 
should be so considered. 

In a vesical neoplasm, hematuria may be the only 
symptom. In general, the more villous the tumor, 
the more profuse the hemorrhage. As a rule, the 
hemorrhage of a neoplasm begins without any appar- 
ent reason, continues profuse and is as a rule painless 
a cystitis is not present, is not affected by any 
medication and stops just as it started without defi- 
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nite reason. After the bleeding stops the urine may be 
clear, in the absence of any infection, and the patient 
is falsely assured that the bleeding was of no conse- 
quence. In time the bleeding becomes more profuse 
and recurs at shorter intervals. In these cases, blood 
clots may fill the entire bladder, causing complete 
retention. The only method of diagnosing neoplasms 
of the bladder at the time when they are worth 
diagnosing and capable of being treated is by means 
of the cystoscope. 

Case IV—Mrs. A. S. Fifty years old, housewife. 

Previous history :—The patient had scarlet fever 
and diphtheria when a child and was operated on 
for multiple fibroids of the uterus seven years ago; 
supravaginal hysterectomy was performed. Has 
pain in back, bowels are constipated. History other- 
wise negative. 

Two days ago began to have frequent micturition 
and noticed blood mixed with urine. Cystoscopy 
revealed a benign villous papilloma of the trigone, 
covering the left ureteral orifice and extending up- 
ward over the left lateral wall. The tumor was single 
and was attached to the bladder wall by a pedicle. 
The tumor disappeared following four treatments 
with the d’Arsonval current. The patient has been 
under observation for five years, returning now at 
intervals of one year for observation cystoscopy. 
There has been no evidence of recurrence. 

Case V—H. L. German, aged 62, married, sales- 
man. 

Diagnosis :—Papillary Carcinoma of the Bladder. 

Family history:—Father died of pneumonia. 
Mother died at age of 45 following cholecystectomy. 
Five brothers living and in good health. Wife is in 
good health. No history of cancer, syphilis or tuber- 
culosis in the family. Personal history :—General 
health good, weight had been stationary up to the 


FIG. 5. CALCULUS IN THE BLADDER 


present illness. Appetite and bowels normal. Had 
gonorrhea thirty years before—discharged as cured 
in six months. Lues denied. 

The urological history was negative up to the on- 
set of the present sickness, which began about seven 
months prior to his visit with an attack of blood in 
the urine and symptoms of vesical disturbances. 
Hematuria has occurred four times since its initial 
onset and each time it has continued from five to 
eight days, stopping spontaneously after rest and 
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milk diet. General physical examination showed a 
thin, spare man, weighing about 139 pounds. 
Cystoscopy revealed a papillary growth extending 
from the right half of the trigone up to and including 


FIG. 6. TUMOR OF THE BLADDER 


part of the right lateral wall of the bladder and re- 
quiring about two fields for full inspection. 

Radium implantation and deep x-ray therapy were 
advised, but were refused by the patient. The patient 
died three weeks following the cystoscopy. 

Tuberculosis of the bladder is usually not asso- 
ciated with profuse hematuria, and it is usually ter- 
minal due to the spasmodic efforts of the bladder to 
empty itself. It is secondary to tuberculosis of the 
kidney or to tuberculosis of the genital tract. 

Ulcers of the bladder are rare except in tubercu- 
losis and submucous cystitis. The hematuria in 
these cases is usually terminal. 

Bleeding is more common in adenoma of the 
prostate than in prostatic carcinoma. The bleeding 
is due to an ulceration on the surface of the prostate 
itself or to a secondary stone in the bladder. In 
prostatic carcinoma the mucous membrane remains 
intact until late in the disease. Rectal touch will 
usually disclose the presence of prostatic carcinoma 
within the gland, the neoplasm showing itself as one 
or more hard nodules, one of these being usually 
at the apex of the prostate. Such nodules may be 
due to tuberculosis, stone or chronic prostatitis. 
x-ray will rule out stone, which only occurs in the 
lateral lobes. A sound in the urethra and a finger 
in the rectum helps to bring out the great hardness 
of a carcinomatous nodule, as well as its position at 
the apex of the prostate, where it joins the mem- 
brauous urethra. The hard ridge just above the upper 
edge of the prostate, extending outward and cover- 
ing one or both of the seminal vesicles in a solid 
mass, is the pathognomonic local sign. Chronic pros- 
tatitis is réadily diagnosed by finding clumps of pus 
cells in the prostatic secretion. 

Bleeding from the urethra may come from acute or 
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chronic urethritis or prostatitis, urethral polyps or 
neoplasms, urethral calculus, urethral varices, tuber- 
culosis of the urethra or prostate, and traumatism. 
In acute posterior urethritis and prostatitis, the se- 
verity of the inflammation, together with the inces- 
sant trauma of frequent urination, often excites blee:- 
ing from the posterior urethra (terminal hematuria). 
Tuberculosis of the prostate is almost always as- 
sociated with tuberculosis of the seminal vesicles and 
epididymes and not infrequently there is hematuria. 
Tuberculosis of the urethra is very rare, Tubercle 
bacilli and pus may pass through the urinary tract 
for years without causing lesions of the urethra. 


Calculus of the urethra is rare and is usually a 
urinary calculus arrested in the urethra. They sel- 
dom originate in the urethra and when they do it 
is usually behind a stricture or about a foreign body 
or in a diverticulum of the urethra. 

Very interesting hematurias occurring in young 
adults are due to pathological conditions of the 
verumontanum. The bleeding may appear in the first 
few drops of urine or may be terminal. The bleed- 
ing may occur after coitus. 

Urethral hematuria may be traumatic, due to the 
passage of an instrument, such as sound or crysto- 
scope, or may be caused by the irritation and ulcera- 
tion of an indwelling catheter. 

Summary 

(1)—Hematuria is only a symptom and is, as a rule, 
indicative of some organic disease of the 
genitourinary tract where a history of trauma, 
sexual excesses or venereal infection can be 
eliminated. 

(2)—Patients with hematuria should have a com- 
plete urological survey during the attack of 
hematuria, to determine the source and cause 
of bleeding. 

(3)—There is no justification in treating any case 
of hematuria on a purely symptomatic basis. 

(4)—The most frequent causes of bleeding from the 
urinary tract are :—Tumor, stone, tuberculosis, 
infection and nephritis. 

873 St. Marks Avenue. 


REFERENCES 

1. Barringer, B. S., M.D.: Carcinoma of the pecmee and Bladder, New 
England Journal of Med., March 8th, 1928 

2. Wheeler, Bancroft C., M.D.: The Pathology of the Renal Pelvis in 
a ame of Essential Hematuria, New England Jour. of Med., March 
8th, 1928. 

3. Crosbie, W. Aster H., M.D.: Hematuria, Urol. & Cutaneous Re- 
view, Nov. 8th, 1923 

4. Young, Hugh, M.D.: “Practice of Urology, Saunders, 1926. 

5. Eisendrath, D. N., M.D.: Hematuria, Journal Amer. Med. Ass %, 
March 20th, 1926. 

6. Peters, Clinton N., M.D.: Essential Hematuria with Unusual case 
report. Read before the New England Branch of the Amer. 
Ass’n, Boston, Mass., May 19th, 1930. 

7. Colby, Fletcher H., "M.D.: Varix of with Hematuria, 
New England Jour. o Med., Nov. 20th, 

8. Keyes, Edward L., M.D.: Urology, 1930. 

9. Ewell, George H., "M.D.: ‘Primary Carcinoma in a Diverticulum of tie 
Bladder, Journal "of Urology, Dec., 1930. 

10. Cunningham, John H., .D.: Tumors of the Bladder, Jour. of 
Urology, June, 1931 

11. Deming, Clyde Leroy, M.D.: of the Kidney. New Englowd 
Jour. of Med., Aug. 9th, 192 

12. Broasch: Pyclography, 1929. 

13. Vermooten, Vincent D.: Tumors of the eo A report of three 
cases, New England Jour. of Med., Mar. 8th, 1928 

14. Lockwood, Ira H., M.D.: Renal Hematuria from the standpoint of * 
Roentgenologist, Jour. of Urol. & Cutaneous Review, Feb., 1932. 


A Remedy for Fear 
The one outstanding condition menacing the mental health of 
every one, at least apparently of every youth, is some form 
the emotion of fear. . . . This is reflected in pessimists and se1- 
timentalists who demand a world according to their own wishes. . 
The great remedy for this fear is the attainment of the 
scientific attitude, together with the insight that in any case one’s 
task is worth doing—Burnham, W. H.: The Wholesome Per- 
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“Notice of Exemption” for School Systems 


Freperick L. Patry, M.D. 
NEUROPSYCHIATRIST, STATE EDUCATION DEPARTMENT, UNIVERSITY OF THE STATE OF NEW YORK 


HAT can be done to render greater service to 
that no small segment of our school-age popula- 
tion which is “unable to profit from school 
work” on account of mental or physical defect? It was 

this question which motivated Mr. Charles L. Mosher, 

Director, Attendance Division, New York State Educa- 
tion Department, to consult me in this matter. The up- 

shot has been the following formulation: 


NOTICE OF EXEMPTION* 


Age (yrs....mos....)..Birth-Day...... 
Name of Parent or Guardian...... Occupation...... ore 
School Superintendent.......... 
School Grade..Yrs. in School..Regular Attendant..Grades Re- 
peated...... Economic, Social and Hygienic Status of Family* 


Facts of Physical Examination (include any signs of biological 
inferiority ) 

Facts of Mental Examination (when developmental or personal 
history or school record point to mental retardation a Binet- 
Simon intelligence test should be made giving : 

Basal Age..... Scattering to What Level..... Mental Age..... 


Has Child Been Examined by a Clinic of the N. Y. State De- 
partment of Mental Hygiene, or Other Psychiatric Clinic, or 


Is the Child Socially Effective? (Can he take care of his bio- 
Does he get along well with others?...........ccccccccsccscces 


Recommendations.’ (Transportation to school; home teaching ; 
special class instruction—speech, sight, hard of hearing, cardiac, 
crippled, open air, opportunity (when I. Q. is in 50-75 range) ; 
State School for Mental Defectives (when socially ineffective and 
I. Q. is 70 or below) ; Craig Colony for Epileptics (when socially 
ineffective, seizures are frequent and do not respond to medical 
treatment) ; Hospital for Crippled Children at West Haverstraw 
(for indigent, non-mentally retarded, crippled or deformed chil- 
dren, or those suffering from diseases from which they are likely 
to become deformed or crippled, and who can benefit from treat- 
ment, and have resided in New York State at least one year) ; 
other recommendations to be 
Will Child Receive Adequate Home Supervision? .............. 
Have Arrangements been made for Follow-Up Supervision and 
Assistance? By visiting teacher, school nurse, attendance officer, 
school or family physician, family or county welfare organization 
or other interested societies or individuals)...................- 
Signature of Examining Physician............ 


‘To be returned to the Attendance Division for the use of the Medical 
Ins:ction Bureau, Physically Handicapped Children’s Bureau and _ the 
Di. -ion of Research. It is to be filled out by the examining physician 
wh recommends the exemption. It does not take the place of Form III 
wit” which it is forwarded to the trustees or Board of Education. 
oe Education Department desires details relative to exempted children 
in ler that any assistance possible through special schools, special 
clas -s, transportation to school, home teaching, special training or special 
attr>tion to physical or mental needs. may be secured. 

>“ ate whether dependent, marginal, comfortable, or affluent. 

*\vhat the school, home, other interested person or organization or 
chi omplains of or what they would like help for. 

. concise statement of the problem—causes, onset, setting, development 
anc urse. 

derline or specify. 


Albany, New York 


This exemption form was formulated so as to bring 
to the front the telling and useable facts in capitalizing 
the child’s assets in the light of his capacity, needs, in- 
terests and opportunities. It aims at bringing to the 
attention of the physician and school personnel the Hip- 
pocratic dictum: “We cannot understand the body with- 
out a knowledge of the whole of things.” 

Although the conscientious completion of this form 
requires considerable time and thought, yet, in the long- 
term aspect, it is an economic saving since it will help 
us to a better evaluation of most of the factors that enter 
into such problems. This in turn will give rise to more 
common-sense recommendations that are in keeping with 
the local situation, possibilities, opportunities and obli- 
gations. 

It is gratifying to note that most schools do not con- 
sider their hands washed of the problem by having 
Johnny exempted. Theyestill feel a moral obligation, if 
not a legal one, to see that he is given every reasonable 
opportunity to learn something of the three R’s, prepa- 
ration for citizenship, and economic and social responsi- 
bilities. For this reason follow-up service, re-examination, 
home teaching, arrangements for transportation to school, 
special class instruction or institutional placement are es- 
sential. Check-ups and re-examinations may show dis- 
crepancies in our original impression of the case. Be- 
sides, an interval of time under medical and nursing 
care and treatment, home teaching and other pertinent 
factors might favorably alter the prognosis. 


Such children require more sympathetic and friendly 
understanding and intelligent management than their 
brothers or sisters of average or precocious ability. 
They have an upstream struggle to gain a healthy social 
adaptation. Their handicaps often sensitize them ad- 
versely in meeting successfully the average life situ- 
ations, in the home, neighborhood, playground or in- 
stitution. What such children need more than anything 
else is a friend who knows how to intelligently counsel, 
guide and encourage them over the bumpy spots in their 
life situations as they have to face them. 


With the wider recognition of the mentally defective 
child through the utilization of group and individual in- 
telligence tests, the public schools have been forced to 
make the following decisions: “Is this child public school 
material? If so, have we the personnel and equipment 
for special class, opportunity, occupational or industrial 
arts instruction, and if not, can we obtain them? If 
he is not public school material, how can the utilization 
of the school’s personnel and: community or state facili- 
ties assist in evaluating the child’s assets and liabilities, 
and thus direct him to the proper educational opportuni- 
ties ?” 

Unless there be evinced antisocial or delinquent be- 
havior, we cannot force parents to send imbecile children 
to State Schools. Even if we could, there would be no 
state with facilities sufficient to cope with the situation. 
Communities and schools are more and more accepting 
the responsibility of creating opportunities for these 
handicapped children to receive training in proportion 
to their capacities and interests. There are multitudes 
of happy, well adjusted. socialized. marketable imbeciles. 


(Concluded on page 255) 
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Strophanthin the Heart Stimulant 


Epwarp E. Cornwa M.D., F.A.C.P. 


TROPHANTHIN qualifies as a heart stimulant un- 
der the definition which describes a heart stimulant 
as an agent which by direct contact increases myo- 

cardial contractility and tonicity. 

Strophanthin has been classed as a “digitalis body” 
and the assertion made that its physiological action in 
the human body is like that of digitalis, but it would 
seem that the two drugs differ notably in their actions. 
Digitalis produces a large part of its physiological effect 
by stimulation of the vagus inhibitory mechanism, and 
does not appear directly to increase myocardial contrac- 
tility and tonicity, at least in mammals. Thomas Lewis 
says: “To the heart digitalis is not tonic but powerfully 
hypnotic”; and Henri Vaquez says: “Physiologically 
speaking, digitalis is not a heart tonic, as it has been 
called.” Strophanthin, on the other hand, appears to 
have no effect on the nervous mechanism controlling the 
heart, and it does directly increase myocardial contrac- 
tility and tonicity; and according to Cohen and Levy, it 
does not invert the T-wave of the electrocardiograph, 
which is a regular effect of digitalis; and in death from 
a lethal dose of strophanthin the heart has been found 
to be in systole, while in death from digitalis poisoning 
the heart has been found to be in diastole. The physio- 
logical actions of the two drugs seem to overlap dis- 
tinctly only in depressing myocardial conductivity, and, 
possibly, in increasing myocardial excitability. 

What is Strophanthin? 

To the question, what is strophanthin, the statement 
that it is the active principle derived from plants of the 
genus strophanthus is not a sufficient answer. Tiffeneau 
says that “no question in pharmacodynamics is so con- 
fused and complex as that of the strophanthins.” Twen- 
ty-eight varieties of the genus strophanthus are said to 
be known, of which a considerable number have been 
used as sources of strophanthin, and there is a plant not 
of the genus strophanthus which contains a glucoside 
practically identical with the strophanthin derived from a 
particular species of strophanthus; and the several stro- 
phanthins which have been described, while resembling 
each other in chemical constitution and physiological ac- 
tion sufficiently to be classed together, differ enough in 
intensity of action, that is, in dose, to prevent them from 
being freely interchangeable. There is no standard type 
of strophanthin. 

The United States Pharmacopeia of 1926 defined stro- 
phanthin as a “glucoside or mixture of glucosides derived 
from Strophanthus kombé”’; the British Therapeutic 
Codex of 1923 defined strophanthin in practically the 
same terms; and the French Codex of 1908 defined as 
official a crystalline strophanthin derived from Stro- 
phanthus hispidus. But the “mixture of glucosides” may 
contain varying amounts of crystalline and amorphous 
strophanthins; and the crystalline strophanthin of Stro- 
phanthus hispidus, according to Tiffeneau, does not exist 
in commerce ; and a crystalline strophanthin derived from 
Strophanthus kombé appears to be purely a laboratory 
product. 

In spite of this confusion it is possible to clarify the 
subject somewhat by reducing to three representative 
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types or varieties the strophanthins which are used to any 
considerable extent in medicine at present, viz.: 

1. The G-strophanthin of Thoms. This is a crystal- 
line strophanthin obtained from Strophanthus gratus by 
the method of Thoms. It is said to be identical with the 
glucoside derived from Acocanthera ouabaio, but Tiffen- 
eau concluded “that the identity of the ouabain of Stro- 
phanthus gratus and that of Acocanthera ouabaio was 
not absolute.” This strophanthin is used particularly in 
Germany. 

2. The Ouabain of Arnaud. This is a crystalline stro- 
phanthin obtained from Strophanthus gratus but by a 
process different from that of Thoms. The name oua- 
bain given to this strophanthin adds to the confusion of 
the nomenclature. It is used particularly in France. 

3. Amorphous K-strophanthin. (Strophanthinum, U. S. 
P.) This is an amorphous strophanthin derived from 
Strophanthus kombé, and is a mixture of glucosides 
which is not uniform. Strophanthins of this type are 
used particularly in the United States and in England. 

The following statements have been made concerning 
the comparative toxicity of the different strophanthins: 

The crystalline strophanthin isolated from Strophan- 
thus kombé is said to be one and a half times as toxic as 
the amorphous K-strophanthin. In the United States 
Pharmacopeia of 1926 the statement is made that the 
G-strophanthin given intravenously is twice as strong as 
the official K-strophanthin given by the same route. Va- 
quez says that the ouabain of Thoms is more toxic than 
the ouabain of Arnaud, which is derived from the same 
plant, and that the latter “is of no greater toxicity than 
the amorphous strophanthins.” 

Attempts have been made to standardize the strophan- 
thins on the basis of the crystalline G-strophanthin. Va- 
quez considered the ouabain of Arnaud to be a definite, 
stable product. The amorphous K-strophanthins have 
been standardized physiologically by determining the 
minimum lethal dose for a given weight of frog. 


Physiological Action of Strophanthin 

Vaquez says: “Strophanthus is above all a heart poi- 
son, on which organ it has a remarkable action. Soon 
after the administration of a lethal dose the heart beats 
more slowly, the ventricles contract more and more, their 
output diminishes and death ensues when the heart, rigid, 
contracted and empty of blood, stops on account of ex- 
cess of function. The influence is exerted first on the 
ventricles ; the auricles resist longer. Finally it has been 
proved that the arrow poison acts on the myocardium it- 
self, and not on the nerve filaments. The arrest of the 
heart does not depend either on the intervention of the 
pneumogastric or the medulla or cord . . . Strophanthus. 
then, is the heart medicine par excellence, the effects of 
which are exerted exclusively on the myocardium wit!- 
out intervention of any other factor. Perhaps it ai- 
fects conductivity also, as Jameson has suggested, by 
lengthening the conduction time. . . . The elimination of 
strophanthus is more rapid than that of digitalis, but it is 
not known how it occurs. At all events, the substance is 
not evacuated by the kidneys, nor the salivary glands, 
nor by the alimentary tract, and on account of its rapid 
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disappearance it has not a cumulative effect.” Vaquez 
also says that strophanthin becomes “fixed in the myo- 
cardium after the manner of a stain or a toxin,” and that 
“the fibers react more easily to the contraction owing to 
the fact that the myocardial tonicity has returned to the 
normal.” 

Hare says that strophanthus acts as a stimulant to the 
heart muscle but does not slow the heart by an action 
on the vagus. 

The favorable effects which have been observed to fol- 
low the therapeutic use of strophanthin in auricular fibril- 
lation and the bad results which have been observed to 
follow its administration immediately after digitalization, 
indicate that it diminishes conductivity. 

The action of strophanthus on the musculature of the 
blood vessels might be inferred from its action on the 
cardiac musculature, allowance being made for the dif- 
ference in anatomical arrangement. We would expect 
that its action on the comparatively thin vascular muscu- 
lature would be less pronounced or less evident than on 
the massive concentration of functionally specialized mus- 
cular tissue in the heart. 

Strophanthin in large or long continued doses may 
produce gastrointestinal disturbances, viz, anorexia, nau- 
sea, vomiting and diarrhea. Loss of appetite developing 
suddenly during strophanthin medication suggests the 
advisability of lessening the dose or discontinuing the 
drug. A small proportion of individuals appear to have 
an idiosyncrasy regarding strophanthin, and in such in- 
dividuals gastrointestinal symptoms may appear after ad- 
ministration of comparatively small doses. 


Administration of Strophanthin 


Since strophanthin acts directly on the cardiac tissues, 
and since it appears to be largely spent in its action, not 
apparently being recoverable in the body excretions, the 
importance of getting it to its anatomic therapeutic des- 
tination by the easiest routes and with least loss of sub- 
stance is obvious. When given by mouth and exposed 
to the vicissitudes of a sojourn in the stomach and to ab- 
sorption through an extensive mucus surface, the portion 
of the dose which succeeds in reaching the myocardium 
is necessarily small and uncertain. Strophanthin, there- 
fore, should never be given by mouth to be swallowed. 
The available routes are the intravenous, the intramus- 
cular, the hypodermic and the sublingual. The intraven- 
ous route is the most direct, and the one to be preferred 
in grave emergencies. The other routes, however, have 
been found by experience to be practicable. In most 
cases where large or moderately large doses are required, 
the hypodermic route is to be preferred. In cases where 
small or moderate doses are required the sublingual route 
may suffice. That the sublingual method of administra- 
tion is an effective one has been demonstrated to the 
writer's satisfaction in an extensive experience. A 
considerable portion of the dose seems to be readily 
absorbed through the limited area of sublingual mucus 
membrane into the closely subjacent blood vessels. 

lt has been objected that strophanthin administered 
hyp «lermically causes local irritation. The writer’s ex- 
perience inclines him to the opinion that this objection 
has been overemphasized. By making the solution of 
the drug used in the injection comparatively dilute the 
local irritation can be lessened. 


Dosage of Strophanthin 
_ In dealing with the dosage of strophanthin a difficulty 
Is met with at the outset in the fact that strophanthin is 
not a substance of uniform quality. The name strophan- 
thin does not necessarily always mean the same thing. 
To obviate this dfficulty the writer regularly uses one 
Preparation with whose dosage he has familiarized him- 
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self, viz, a preparation of amorphous K-strophanthin 
which conforms to the requirements of the United States 
Pharmacopeia and is physiologically standardized. 

Sinee strophanthin is given for symptomatic effect and 
not for a specific purpose, it follows that the dose should 
be graduated to suit the degree of functional deficit pres- 
ent. The doses which the writer has adopted as a result 
of experience are in most cases considerably smaller than 
those recommended in the textbooks. The large doses 
of the text books would seem to find their excuse in the 
common belief that strophanthin acts like digitalis and 
therefore should regularly be given in full doses for a 
specific effect. The general use of the large doses may 
also, perhaps, be responsible for some of the bad results 
which have been observed after administration of stro- 
phanthin, and for the failure of the drug to become gen- 
erally known and appreciated. The writer considers it a 
fundamental principle in the therapeutic use of strophan- 
thin always to give the smallest dose which will serve the 
purpose. 

The range of dosage of the preparation of amorphous 
K-strophanthin which the writer uses is from 1/1000 of. 
a grain to 1/100 of a grain. The dose of 1/1000 of a 
grain is considered small, and is given sublingually from 
three to six times a day. The dose of 1/500 of a grain is 
considered full, and is given from two to six times a day, 
sublingually or hypodermically ; by the former method in 
the milder cases, and by the latter method in the severer 
ones. The dose of 1/250 of a grain is considered large, 
and is given hypodermically intramuscularly or intra- 
venously, and not repeated more than once or twice in 
twenty-four hours. The dose of 1/100 of a grain is 
considered very large, and is given hypodermically, in- 
tramuscularly or intravenously, and is not repeated within 
twenty-four hours. It is rarely that the last mentioned 
dose is called for. 


Therapeutic Uses of Strophanthin 

More than in the case of most symptomatic drugs are 
the uses of strophanthin suggested by its physiological 
action. Being a heart stimulant in the strict sense of 
acting by direct contact to increase myocardial contrac- 
tility and tonicity, its use is indicated in heart failure due 
to myocardial insufficiency which is of too great a degree 
to be satisfactorily treated by regulation of physical ac- 
tivities and diet. In the treatment of the heart failure 
due to the arrhythmic impediment of auricular fibrilla- 
tion or flutter it is also effective, but generally not so ef- 
fective as digitalis, except in the cases with much myo- 
cardial degeneration and notable dilatation of the cardiac 
chambers. In such cases direct stimulation of contractil- 
ity and tonicity by strophanthin is called for. Strophan- 
thin can be used before digitalis in these cases, or with it, 
or by itself throughout. In advanced cases of myocar- 
dial failure with auricular fibrillation strophanthin may 
produce improvement when digitalis fails. 

In walking cases of fatty or fibroid degeneration of 
the heart with only moderate shortness of breath on ex- 
ertion, and little or no edema, the dose of 1/1000 of a 
grain, given sublingually three or four times a day, may 
be appropriate. In the more advanced cases which are 
still ambulant, doses of 1/500 of a grain given sublin- 
gually three or four times a day may be appropriate. In 
the severer cases which are confined completely or large- 
ly to bed, the dose of 1/500 of a grain given three to six 
times a day, sublingually or hypodermically, according to 
the severity of the case, may be appropriate. When this 
dosage is given hypodermically for any considerable 
length of time, the patient should be closely watched for 
toxic symptoms. While the dose of 1/500 of a grain 
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Consideration of After Effects of Minor Head 


T is a sad but true story when the public con- 
stantly reiterates that doctors are useless in treat- 
ing the ordinary “cold.” How we hate to hear 

criticism of our dignified profession and the gentle 

art of healing when one has a “cold,” sneezes, the 
nose “runs,” the eyes are red, and every one around 
knows the patient is suffering from a minor ailment, 
and we are so helpless. One also hears constant 
complaints that subjective symptoms exist in certain 

cases, that these symptoms have their origin from a 

definite time or occurrence, that not only the patient, 

but those in immediate contact with him verify these 
facts, and yet we stand by and remark that because 

the symptoms are subjective they are not of im- 

portance. 

Not very long ago Wechsler read a paper before 
the New York Neurological Society in which he 
very aptly spoke about the mental hygiene move- 
ment, and asked what concrete advance had been 
made as a result of this work. “What has psychiatry 
done in this field?” he asked. In August, 1927, 
Osnato presented a very carefully worked-out paper 
on post-concussion neurosis. This was a notable 
résumé of experiences, but lacked any new or original 
contribution to the subject. He did state, however, 
what he thought could not happen from trauma. It 
is also to be remembered that about two years ago 
Economo came to this country from Germany and 
described what he thought was the sleep center. A 
few years before this Browning described a moral 
center. In both instances the proofs adduced were 
philosophical rather than scientific. At present these 
centers are of merely historic interest. 

For the purpose of illustrating the point that I 
wish to emphasize ten cases are herewith mentioned 
briefly : 

No. 1. A doctor had two teeth pulled. Ever since 
he has suffered form headaches and dizzy spells 
which are so severe that he has to leave his office and 
go home and lie down for several hours. Occasion- 
ally the symptoms are so marked that he is com- 
pelled to remain in bed for a day or two at a time. 
In this case, despite most thorough examination, all 
findings are negative. 

No. 2. A school-teacher struck her head against 
a desk while in the act of rising from the floor. Since 
then she vomits, and has headaches and vertigo. In 
this case ail findings are also negative. 

No. 3. In this case the patient. a workman, was 
struck on the head by a pair of pliers. A slight 
wound of the scalp resulted. This healed in two or 
three days, and for six months subsequent to the 
injury the only symptom complained of was head- 
ache. However, the patient slowly developed an 
encephalopathy. He was called a malingerer. 

No. 4. A woman, totally unconscious for a period 
of four hours, completely recovered, and was dis- 
charged from the hospital as cured. Since her acci- 
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dent she has been treated by many physicians for 
headaches, nausea, and insomnia. It is four years 
since her injury was received and she still suffers 
from these symptoms. 

No. 5. A woman, while having her teeth fixed, 
was struck on the head by an electric light bulb 
which fell from the ceiling above the chair in which 
she was seated. She went home and the next day 
complained of headache. She is a housekeeper by 
occupation, has been unable to work, and her neigh- 
bors and various welfare organizations are convinced 
that she is very ill, although no definite findings can 
be adduced by any of our modern tests. 

No. 6. A boy, while flying a kite on a roof, fell 
through a scuttle hole, and received scratches of the 
forehead and shoulder. From that time his whole 
demeanor has changed, he has fallen behind in his 
school work, is unruly at home, and is now regarded 
as feeble-minded. Aside from his mental condition, 
physical examination is essentially negative. 

No. 7. A lady of 29 has developed a typical de- 
mentia praecox, hebephrenic type, the result of being 
struck on the head by a falling ceiling while she lay 
asleep in bed. 

No. 8. A mother gradually became depressed 
after a fall down a flight of four steps, and is now 
subject to manic depressive attacks. 

No. 9. A prize-fighter was punch-drunk. Since 
then he is a typical encephalitic. In this case a period 
of three months elapsed from the time of the attack 
before any symptoms could be elicited. 

No. 10. A girl was struck on the head by a fall- 
ing shade, and received an apparently trivial injury. 
She has since been subject to spells of dizziness and 
headache. 

One could go on to narrate such cases indefinitely. 
Are they instances of hysteria, traumatic neurosis, 
traumatic psychosis, so-called post-concussion states; 
or has something happened to the brain? Are there 
edemas, scars, adhesions, circulatory disorders, nerve- 
cell destruction, irritation, or affections of the duct- 
less glands? If so, where can one localize such an 
affliction? Is the theory a correct one that all fune- 
tional disorders in which the cause is unknown are 
really organic? Many of the symptoms of the duct- 
less glands are well known, and many of the cases 
mentioned present some endocrine disturbance, but 
others do not quite fit into the recognized disorders 
of the endocrines. Because of the fact that these 
glands are associated with the sympathetic nervous 
system, one is sometimes led to believe that many 
of the so-called traumatic neuroses are really an out- 
growth of trauma to the sympathetic nervous system. 
May this not be explained by the hyper- or hypo- 
thyroidism so well known as occurring as a %¢- 
quence to trauma? In some of these cases pituitary 
or pineal disturbance from a possible traumatic cere- 
bral edema, or irritation from a so-called concussion 
with normal «-ray findings, would lead one to /e- 
lieve that perhaps a hyperthyroidism or dysovarian- 
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ism may have originated from a head injury. 

One patient in particular, a policeman, presented 
headaches for a period of five years, the result of 
being struck on the head by a pebble which fell 
from a tall building which was in the course of con- 
struction. In that case there was a hematoma about 
the size of a hazel nut, but no scalp wound was 
noted. Five years later he died of pneumonia. At 
autopsy a large organized, flat blood-clot was found 
spread over the right frontal lobe and extending to 
the left base. This blood-clot was larger than the 
palm of one’s hand, and in some places it was one 
inch in thickness. X-ray examinations and other 
means of investigation had always adduced negative 
results. 

So-called possible fractures of the skull or cerebral 
concussions present headaches over a long period of 
time, accompanied by nausea. Loss of weight, poor 
appetite, hyper-reflexia, and other apparently func- 
tional manifestations are too often organic con- 
ditions. It is very true that we know too little about 
such patients. 

Several days ago a patient was referred to the 
writer by Dr. Lombardo with a history of having had 
an accident six months previously while at work in 
a factory, at which time there was an explosion and 
he was struck on the head by a piece of metal. Ex- 
cept for a hyper-reflexia, the only symptom was pro- 
gressive blindness. Examination revealed 70 per 
cent. loss of vision. The maps of the visual fields 
showed concentric contraction for all colors and 
form. This case was diagnosed as functional. Is it? 
The patient has no income now and can work as 
soon as he is well. There is dire poverty in the fam- 
ily. The man says he would like to work, and has 
attempted it on several occasions, but has had to 
quit because of defective vision and headache. 

A man who was diagnosed at Mount Sinai Hos- 
pital as a malingerer after ten days’ observation and 
reported by various members of the medical staff of 
the Compensation Bureau, after many examinations, 
as a case of traumatic hysteria, now presents a typi- 
cal Parkinsonian attitude and real encephalopathy, 
the first symptoms of which were noted about one 
vear after the accident. In this case a small object 
struck the patient on the head while at work in the 
hold of a ship. Before the encephalopathy had fully 
developed, one physician remarked, “There are no 
such symptoms.” One of the physicians at the Com- 
pensation Bureau said, “There is nothing like that.” 
As the staff at Mount Sinai Hospital made rounds, 
the same opinion was expressed. The fact remains, 
however, that the patient has been unable to work 
since the accident and is hopelessly disabled for the 
rest of his life. 

The sad commentary that we began with is not 
clear. We are still in a dilemma. What is a func- 
tional condition following an accident? Would it 
he wiser to use a new appellation, say “Post-traum- 
atitis,”* neurologic or psychiatric, depending upon 
the case, and then add the commentary, “Pathology 
unknown?” Would this be better than to label all 
cases as traumatic neurosis, which implies a func- 
tional condition when it is truly organic? Neuroses 
and psychoses are functional. Thus an apparently 
minor injury which gives rise to a long-lasting and 
often disabling condition and which does not fit into 
suc a symptom-complex as a classical hysteria, or 
“itis” means inflammation; inflammation means reaction to irritation, 


be i: acterial, mechanical, or chemical; trauma is the irritative cause. 
Hence the term “Post-traumatitis.” 
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any other well-established psychoneurosis which 
might be diagnosed from any other history, not 
traumatic, should not be classified as a functional, 
but as an organic condition, whose pathology with 
our present methods of diagnosis cannot be definite- 
ly allocated. 

In conclusion, the writer desires to present a plea, 
not for the type of case which we see and hear of at 
medical meetings, in which there are all kinds of 
scientific data, but rather that group of cases which 
are usually passed over as trivial. Many of these 
conditions are just as disabling or annoying as those 
in which we have blood counts, +-ray findings, and 
clinical signs establishing a definite diagnosis. Neither 
are psychic cases and emotional states to be confused 
with this type of cases. These have been purposely 
omitted from consideration. In other words, this 
paper has nothing to do with complexes, conflicts, 
phobias, ete. 

502 Washington Avenue. 


Notice of Exemption for School Systems 
(Concluded from page 251) 


Imbecility per se is not sufficient reason to over-load 
our educational departments or institutions for defec- 
tives. As long as such persons are socialized or social- 
izable in the home, neighborhood or place of employment, 
they should not be committed to institutions. Whenever 
possible the school, home community, and state resources 
and facilities should cooperate in helping such handi- 
capped persons find their level of satisfactory perform- 
ance extramurally. 

The above “Notice of Exemption” form is offered in 
the confident hope that it will be of value in rendering 
greater service to these types of handicapped children. 


Strophanthin the Heart Stimulent 
(Concluded from page 253) 


may be given hypodermically every four hours for a con- 
siderable time in many cases with safety, it can in some 
cases produce toxic symptoms in a comparatively short 
time. In the very severe cases of myocardial failure the 
dose of 1/250 of a grain, given hypodermically, intra- 
muscularly or intravenously and perhaps repeated once 
or twice at four or six hour intervals, may be appropriate. 
This dose, if continued, soon brings on toxic symptoms. 
In grave emergencies, as in acute dilatation, a single 
dose of 1/100 of a grain may be given; but it is rarely 
that the emergency dose need exceed 1/250 of a grain. In 
conditions of heart failure occurring in the acute infec- 
tions, as typhoid fever and pneumonia, the doses above 
indicated can be used. Strophanthin may also be indi- 
cated in the failing hypertensive heart, and in heart fail- 
ure from acute cardiac overstrain. 

Strophanthin has such a wide field of usefulness as a 
direct heart stimulant in heart failure, and is so very ef- 
fective, that it seems well to deserve the epithet applied 
to it by Vaquez, of “heart medicine par excellence.” 

1218 Pacific Street. 


Deaths from Pellagra Decline 

The death rate from pellagra declined in 1930 and 1931 among 
the wage-earning populations of cities in the Southern States 
and in the general populations of three of the States where the 
disease has been an important cause of death. The pellagra 
mortality among females exceeded that of males in both white 
arid Negro races, and death from the disease among Negroes 
was from two to five times as great as among whites.~ - 
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Immediate Bounden Duties 


At a recent stated meeting of one of our Western 
State Medical Societies there was submitted for consid- 
eration the question of compulsory health insurance. Of 
those present 10% voted approval and 10% disapproval, 
while 80% confessed that lack of knowledge of the sub- 
ject disqualified them from the voting. The published 
reports do not state how definitely the title of the sub- 
ject had been defined, nor the amount of preliminary 
investigation and study that had been made. It is inter- 
esting to note that the term State Medicine was not 
used, and more interesting to learn that in no country in 
Europe is there any State Medicine where “the physi- 
cians and dentists in insurance are government em- 
ployees, where the system is administered by government 
officials, and where it derives its main support from the 
government. 

If 20% of the membership of any official group of 
practicing physicians have studied the question of health 
insurance and have become qualified to hold and ex- 
press an intelligent opinion on it they deserve congratu- 
lations, and the remainder of the profession as well as 
the public may have great hope of future good. 

At the time of the inauguration of the systems of 
health insurance in foreign countries the professions 
knew little or nothing of the subject. It is true that the 
fundamental purpose of all the system plans was not to 
heal the sick nor prevent sickness, but to secure cash 
benefits to the unemployed. Sickness, so closely asso- 
ciated with unemployment and poverty, and preventive 
medical measures, received attention secondarily. For 
that reason, and for the further reason that doctors were 
only hired employees of the lodges, clubs, societies and 
groups from which the broader plans were developed, 
they were little considered and their feeble protestations 
unheeded. The organizations of the doctors for material 
purposes or for civil influence were regarded as of 
negligible strength, and their social experience and pro- 
fessional skill completely disregarded. In no two coun- 
tries are the systems of health insurance identical and 
the variations extend through the method of assessments 
and contributions, the amounts and ways of distribution, 
the extent of services permitted the patients and the 
amount and kinds of remuneration to the physicians. 

France has shown what can be done with the aid of 
united professional action. There, “after the insurance 
law had passed the Chamber of Deputies, the physicians 
and dentists united, tardily, in an attack on it, held up 
its enforcement for two years, and virtually rewrote 
it. Under French Health Laws, the relation between 
practitioners and patients is virtually the same as in 
private practice. The patient has free choice of prac- 
titioner, the practitioner fixes his own fee, the insured 
presents the practitioner’s bill to the insurance organi- 
zation and is reimbursed with a percentage of it, usually 
80%.” It may be that the great proportion of the pro- 
fession in this country having so little knowledge of 
the subject is in the best position to make a prompt, 
thorough, unbiased study of the subject. To dismiss it 
with simple unfounded expression of belief or unbelief 
in all plans of health insurance will prove costly to 
patient and physician. The intense interest the physician 
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has always had in advancing scientific progress, and the 
deep, absorbing concern in the welfare of the sick indi- 
vidual entrusted to his care will no longer excuse him 
from the knowledge of those cognate branches foisted 
upon him by present day industrialism. 

There are millions of people in this country unable 
adequately to pay for needed medical service. What 
these people receive is in greatest measure from the 
charity of the profession, a charity the profession can 
no longer afford. In the United States there are six 
times as many social workers (1,200,000) as there are 
doctors and dentists combined, and to most of them any 
plan supported by the Government makes a strong ap- 
peal. The Association for Labor Legislation has a 
Standard Bill which already has been or will be intro- 
duced in the legislatures of all the states as soon as the 
time seems propitious. 

Constructive criticism of all theories of relief, early 
full knowledge of all plans proposed, and requisite pro- 
visions in all plans to be enacted for subsequent profes- 
sional direction, are immediate bounden duties. 


Impotence 
(Concluded from page 241) 


potence, such as vaginismus, dyspareunia and other sim- 
ilar conditions. These conditions have been described 
from time to time in medical literature and in my own 
book I have devoted several chapters to the various con- 
ditions. I have thought it best rather to call to your 
attention certain types of cases which one does not find 
described in medical literature. 


Summary 


1. Correct diagnosis of the pathological conditions 
present is essential for the correct treatment of impo- 
tence in either sex. 

2. Investigations of both sexes is at times important 
for the proper diagnosis and treatment of impotence in 
either sex. 

3. There is no difference in the physiological or path- 
ological actions of the various anatomical structures in- 
volved in the sexual act from similar actions of these 
structures in other parts of the body. 

441 West End Ave. 
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Urethra. Med. Record. New York, April 12, 1919. 
7. Huhner, Max: Impotence in the Male. Med. Rec., New York. (ct. 
23, 1915. 


Psychology 
It is an astonishing fact that in most countries medical courses 
boast no classes in psychology. Though no one seriously dis- 
putes the need of knowledge of psychology, the student is leit 
to his own devices to secure such understanding, when, how 
and as he may.—Sigerist, H.: Man and Medicine, New York. 
W. W. Norton & Co., Inc., 1932. 
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The Early Signs of Carcinoma of the Digestive System* 


CLARENCE V. CosteLLo, M.D., F.A.C.S. 


ATTENDING SURGEON, ROCHESTER GENERAL HOSPITAL 


I. Cancer of the Colon 


S I see the problem, two things must be carefully 
and painstakingly considered. These concern, 1— 
the patient and 2—the doctor. 

1—The patient must be educated to recognize the early 
appearance of symptoms and with their appearance at 
once consult his physician. This is especially important 
in individuals past middle life. 

One of the greatest difficulties in making a diagnosis 
is, that the patient is often slow in realizing that he is ill, 
or his symptoms are so mild as to cause little or no con- 
cern in his mind, often when symptoms are of the grav- 
est importance the patient will evince no concern and will 
wait for months before he will seek or accept help or 
advice. 

On the other hand many patients who early consult a 
physician are allowed to drift along and waste precious 
and valuable time on diets—treatments—“cures,” etc. 

2—The doctor must be on the watch for symptoms 
which may suggest or are only suspicious of “something 
wrong” in the gastro-intestinal tract, especially if the 
patient is in the middle period of life and has enjoyed 
fairly good health previously. If we are to cure our pa- 
tients, we must recognize the disease before it is obvi- 
ous. There is little to boast about in diagnosticating a 
malignancy in a cachetic person—showing advanced 
anaemia—obstruction—palpable mass—bloody _ stools, 
etc. 
Most individuals have some routine in the regulation 
of their gastro-intestinal function. Some are hearty 
eaters, others eat sparsely. Some like Jack Spratt, can 
eat only certain foods, others, like his wife, eat other 
foods. Some have regular morning bowel movements— 
others, evening bowel movements. Some have the cath- 
artic habit, others do not. Some worry and fret about 
their bowels and some never give their bowels a thought. 
In other words, most individuals have what might be 
called a “bowel habit”—and this bowel habit—no matter 
what its sequence may be—is a most important feature 
of the individual’s daily routine—and I believe that in 
every gastro-intestinal history it is more important to 
learn and record the “bowel habit” than it is to learn 
whether or not the patient is constipated. 

Cancer of the Colon is not as frequent as cancer of 
the stomach. It attacks both men and women, as a rule 
between the ages of 40 and 60 years. From a surgical 
point of view these cancers are more benign than others 
of their type, as they remain encapsulated a long time 
and are late in giving rise to metastases. The symptoms 
are often slow and nsidious in manifesting themselves. 

_I believe many doctors have a mental hazard towards 
diagnosing malignancy in the colon. I think this is due 


This contribution is a part of the Clinical Conference which was held 
at the Six Annual Meeting of the New York State Committee of the 
oe erican Society for the Control of Cancer in’ Rochester in December. 


Rochester, N. Y. 


to the fact that colon seems to have an extensive area— 
is more or less mobile and changes its position and that 
the colon is somewhat of an unexplored country to many 
of us. 

Knowing the difference between the right colon and 
the left colon, it will be clear that a growth in either 
half, presents a more or less characteristic picture with 
a train of symptoms and signs peculiar to its location. 

The Right or Proximal Colon. 

Derived from midgut. 

Large lumen. 

Thin walls. 

Fluid contents—Less septic than left. 

Scant lymphatics. 

Function of this segment is absorption. 

We should learn to visualize the large bowel in three 
parts, the right or proximal colon—the left or distal 
colon—and the recto-sigmoid; and to consider each of 
these divisions as a viscus and to acquaint ourselves 
with the structural and functional differences which each 
presents. We could then recognize the symptoms and 
signs which a new growth produces and not be misled 
into thinking that large bowel disturbances are due to 
colitis and have to wait for obstruction or a palpable 
mass, before making a diagnosis of malignancy. 
Symptoms: Right half of Colon—Change in bowel 

habit. 

Vague, suspicious discomfort in right side. 

Irregular and ill-defined abdominal pain. 

Slight anaemia and wasting, fever, indigestion (sec- 
ondary symptoms). 

Signs of intestinal stasis. 

Alternating diarrhoea and constipation. 

Diarrhoea more often than constipation. 

May feel regular tumor in right abdomen. 

Obstruction is a late symptom, as bowel contents are 
fluid and the lumen is not obliterated by the growth of 
the tumor. 

May get blood and mucous but not positive sign of 
cancer. 

Anaemia is often marked in cancer of the right colon. 
Hgbl. 60 per cent. 

(Direct proportion to size of growth and not related 
to the amount of ulceration.) 

Anaemia of the distal cancer of the colon is not as 
marked as the proximal cancer of the colon. 

Anaemia due to toxemia which in turn was produced 
by obstruction. 

Diagnosis : 

Chronic Appendicitis. 

Hypertrophic T.B. of the Caecum. 

Colitis. 

Diverticulitis, etc. 

1—History. 

2—Examination. 

3—X-ray. 
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4—Laboratory—Blood, stool, etc. 

5—Exploratory Laparotomy. 

Single X-ray study is not enough. A negative report 
may be misleading. The study should be repeated in 
three or four months if symptoms persist. 

Left Half of Colon: 

Deprived from hindgut. 

Smaller lumen. 

Thicker walls. 

Fecal or Solid contents. More septic. 

Abundant lymphatics. 


Symptoms : 

In the transverse colon the stool changes from liquid 
to solid; a tumor may be palpable but may be found in 
any part of the abdomen. What is the change in the 
bowel habit? Increasing constipation associated with 
colic and distention. 

In the left colon, obstruction is the predominant symp- 
tom. 

Tumor is rarely palpable. 

Blood may be in or on the stools. 

The Napkin-ring type cancer is usually the scirrhus 
type, causing a stricture of the bowel. Evidences of 
chronic obstruction as contents of this part of the bowel 
are semi-solid; attacks of colic (early) caused by the 
stricture and characterized by griping pains. These 
pains are located at the point of the stricture; come on 
frequently in spasms—ending in gurgling noises which 
are followed by evacuation of gas and feces giving tem- 
porary relief. These symptoms come on at intervals 
with gradually increasing frequency as the obstruction 
becomes more marked. This ogstruction may be pre- 
ceded by a period in which the patient suffers from at- 
tacks of diarrhoea followed by marked constipation 
which resists any ordinary treatment. 

The progress of the growth is slow; often four to 
six years. 


Diagnosis: 

Difficult in early stages. The patient usually seeks 
medical aid for complications or obstruction, haemor- 
rhage, etc. The obstruction makes the condition very 
serious. 
Differential Diagnosis: 

Colitis. 

Enteritis. 

Intestinal Tuberculosis. 

Diverticulitis. 

1—History. 

2—Physical examination. 

3—X-ray. Barium enema. 

4—Sigmoidoscopic examination. 

5—Laboratory—Blood, stools, ete. 

6—Exploratory Laparotomy. 

Progress—Less satisfactory than right colon. 

Obstruction serious—toxemia. 

Resection difficult. 

Complications—per foration—haemorrhage. 

Earlier metastases. 

Complications—Acute Intestinal Obstruction. Per- 
foration. Peritonitis. Metastases. 


II. Cancer of the Rectum 


Cancer of the rectum is one of the most terrible prob- 
lems with which we have to deal. It is frequent—seri- 
ous—and has a high mortality. Also, the rectum is one 
of the places in the body in which we should make an 
early diagnosis. This for two reasons. 

1—The growth is located in such a place as to be 
easily reached by two senses—touch and sight. 
2—The symptoms and signs of rectal cancer are not 
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as silent as in other parts—the p atient soon recognizes 
that something is wrong, as the symptoms and signs are 
of constant daily occurrence and are related to the stools, 
rectum and act of defacation. 

What are the reasons therefore that cancer of the 
rectum is not diagnosed earlier or that the condition is so 
advanced before any help is given. I will answer in one 
word. Piles. It is true that piles are common enough 
and are the source of much discomfort in the lower 
bowel but don’t forget that folks with Piles may develop 
cancer; Unfortunately, the symptoms produced by piles 
are not discussed among friends nor boasted about at 
work or card parties but at least a person’s doctor should 
be able to recognize a serious rectal condition when he 
sees it or feels it; even if the patient is ashamed or back- 
ward or reticent about naming his symptom. 

Therefore the sine qua non of the diagnosis in this 
condition is Rectal Examination—by finger—and by 
proctoscope. Surely this takes no special skill or ap- 
paratus. It is true, it takes a few minutes and requires 
some cooperation on the part of the patient but it 
should be the most important feature of the examina- 
tion of any patient who comes to your office with a 
rectal complaint. 

As to symptoms—Given a man or woman, usually 
past middle life, who begins to have rectal discomfort 
—some blood or bleeding—the feeling of incomplete 
defecation—may show some mucous or slime—at 
times a thin diarrohea with some tenesmus or desire to 
go to the toilet. This patient will probably diagnose his 
trouble as piles—will employ self medication or if he 
consults a doctor, he will seek relief for Piles and in 
many cases he is treated for piles. No examination is 
done as it is not considered necessary and the patient 
prefers not to get on the table. 

The symptoms may be a little more severe. There 
are symptoms of gas and colic—lower abdominal pain 
and discomfort—perhaps some loss of weight and 
strength. Constipation, requiring strong catharsis al- 
ternating with watery diarrhoea. Considerable blood 
and slime from the bowels, etc. Even then the patient 
is not examined by the finger or protoscope. 

Besides piles he may be treated for colitis or intes- 
tinal indigestion or “intestinal flu “and his diet is 
changed. He is given irrigations, etc—he may even 
have an X-ray of the intestinal tract which fails to show 
the characteristic filling defect—but all this avails noth- 
ing if the growth is not found. As the picture changes 
and the patient advances in his disease, the diagnosis will 
declare itself. 

Summary 

1—Don't forget to record the bowel habit of a patient. 

2—Any change in this “bowel habit” especially in a 
person 40 years or past requires investigation. 

3—Proximal colon growths do not obstruct—until late. 
They cause pain, discomfort and a characteristic anaemi*. 

4+—Distal colon g rowths cause increasing constipa- 
tion, colic and obstruction. Obstruction is a serious comi- 
plication. 

5—One X-ray study—especially if negative—shoul:! 
not be sufficient. Repeat in three or four months. 

6—Don't forget to make a digital examination in a’! 
middle aged persons showing rectal complaints. 

7—Piles and Piles—There are also cancer and piles. 
Also cancer and no piles. 

8—Never forget the possibility of cancer. If you are 
good, you will diagnose them early. 

Anyone can diagnose cancer when it is too late. 

258 Alexander Street. 
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Diagnosis by Early Signs in Carcinoma of the Stomach" 


W. J. Merce Scort, M.D., F.A.C.S. 


ASSOCIATE SURGEON, STRONG MEMORIAL HOSPITAL 


HE first case for consideration today is that of a 
55-year old man in good health until last week 
when he had a vomiting spell. This has entirely 
cleared up and he has had no other symptoms. On ex- 
amination, however, the epigastrium is filled by a fixed, 
hard mass. This has been proven by «x-ray and by a 
biopsy to be an inoperable carcinoma of the stomach 
which had developed asymptomatically. 

Many physicians believe that such a history is char- 
acteristic of cancer in the stomach. It is of one group. 
The important thing, however is that this group in- 
cludes only about one-fifth of the cases. It is unusual 
for cancer of the stomach to develop without giving 
some symptoms. However, its manifestations are easily 
passed over. 

The second type of history furnishes the most common 
early symptom in gastric cancer. It causes in such cases 
a definite change in digestive habits. If a patient who has 
been having a regular digestion year in and year out 
begins to lose his appetite or have some form of dyspep- 
sia do not dismiss this fact. It may be due to difficulty 
in mastication or some other cause, but do not gamble. 
It often is the early symptom of cancer in the stomach 
and this possibility should certainly be investigated. Dr. 
Costello has also told you that the development of con- 
stipation suggests the possibility of a cancer in the 
large bowel. That is true but it is also frequently caused 
by cancer of the stomach. Consequently this latter pos- 
sibility should be kept in mind if no evidence for the 
former is obtained. The more severe forms of change 
in the digestive habits such as the appearance of nausea 
or vomiting are more apt to call attention to the stomach, 
but are no more important than the less striking dis- 
turbances. If there is a change in the digestive habits 
be sure that it is not due to malignancy of the stomach. 

The third group is also extremely important. In this 
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condition, the symptoms and signs of a gastric ulcer are 
exactly mimicked. Every chronic ulcer of the stomach 
may be a carcinoma and 15 to 20 per cent of them actu- 
ally are. Early operation gives a good chance of cure 
of such cancers. The physician who adopts a watchful 
waiting policy or worse still who loses track of the 
patient in the care of chronic gastric ulcers is assuming 
a tremendous responsibility. 

In the fourth group the symptoms of anemia are those 
which present. The patient comes in on account of 
weakness, lack of pep, dyspnea, etc. On examination 
evidence of loss of blood is obtained in some form. At 
times the picture exactly simulates that of pernicious 
anemia. Always suspect malignancy, particularly in the 
stomach or the right colon in the patient of middle age 
or later who presents an anemia without obvious cause. 

The fifth group of patients have weight loss as the 
outstanding picture without any very apparent reason. 
Do not merely say when the patient tells you he is losing 
seme weight that he is beginning to lose his teeth. Loss 
of a little weight is common in cancer of the stomach as 
a fairly early symptom. 

The sixth group, like the first, present no primary 
symptoms but only those of metastasis, such as jaundice, 
abdominal ascites, bone pain, etc., and like the first group, 
these patients are past help before they know they need 
it. 

In conclusion, the symptoms originally considered di- 
agnostic of carcinoma of the stomach are :—(1), vomit- 
ing; (2), a palpable tumor; and (3), cachexia. This 
triad is not a diagnosis but a death warrant. Early 
symptoms are—(1) a change in digestive habits, espe- 
cially anorexia, dyspepsia, nausea, vomiting or constipa- 
tion, (2) those suggesting a gastric ulcer, (3) weakness 
or other manifestations of anemia, and (4) even slight 
weight loss. Attention paid to these early symptoms of 
cancer of the stomach will yield large dividends to the 
practicing physician and his patients in the discovery of 
this disease while it is still operable. 

Strong Memorial Hospital. 


VISITING 


SURGEON, 


ie the five minutes allotted to me this morning, I am 
to present five cases of cured Carcinoma of the Gas- 

trointestinal Tract, these cures being for five years 
or more. 

Che first case, as outlined on the slide, is Adenocarci- 
noma of the Sigmoid. The mass in the Sigmoid was 
removed by a three-stage Mikulicz operation. The mal- 
ignaney was that of an adenocarcinoma. 

The second is a case of Carcinoma of the Sigmoid. 


This contribution is a part of the Clinical Conference which was held 
at the Sixth Annual Meeting of the New York State Committee of the 
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Résumé of the Five-Year Clinical Cures of Carcinoma 
of the Gastrointestinal Tvact* 
Fioyp S. Winstow, M.D., F.A.C.S.., 


ROCHESTER GENERAL HOSPITAL 


Rochester, N#Y. 


Diagnosis was made on the presence of a mass in the 
left lower quadrant and X-ray revealed an obstructive 
lesion. The mass was removed by a three-stage Miku- 
licz and there has been no recurrence. 

The third is an interesting case of Carcinoma of the 
Stomach. The symptoms date back twelve vears. Diag- 
nosis was confirmed by X-ray and the mass removed by 
subtotal gastrectomy. It is also to be noted that a portion 
of the pancreas was removed in this case, part of this 
organ being adherent to the gastric lesion. Although it 
is five years it is quite apparent there has been no re- 


currence. 
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The next is a case of Carcinoma of the Stomach with 
a history of symptoms over a period of two years. Di- 
agnosis was made by means of X-ray. A subtotal gas- 
trectomy was done and the pathology was that of colloid 
carcinoma. There has been no recurrence. 

The next is a case of Adenocarcinoma of the Stomach 
with Metastasis to the Liver. The father of this patient 
died from carcinoma. Diagnosis was made by X-ray 
and the operation was that of a partial gastrectomy with 
removal of a tumor from the liver. This is a very in- 
teresting case and up to date has shown no recurrence. 
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Summary 


These five cases of cured Carcinoma of the Gastroin- 
testinal Tract over a period of five years again bring to 
the attention of the surgeon the fact that an early diag- 
nosis is absolutely essential if occasional cures are to be 
obtained. A summary of these cases shows that the 
symptoms are comparatively not serious but upon close 
investigation followed by X-ray examination the diag- 
nosis was made. 


410 Plymouth Avenue. 


1.—Adenocarcinoma of the Sigmoid. 

Leslie A. Dickinson, M.D., F.A.C.S., Genesee Hospi- 
tal, Rochester, N. Y. 

Female—aged 32 years. 

Present Illness: Chronic pain in right lower abdomen, 
alternating diarrhoea and constipation. 

Physical Examination: Slightly tender over right 
lower abdominal quadrant. 

Operation: October 10, 1925. Mass the size of a 
small egg in sigmoid opposite brim of pelvis. Gland 3 
cm. in diameter in mesentery below growth. Three-stage 
operation of Mikulicz. 

Pathology: Gland shows no malignant changes. 
Crowth in intestinal wall shows crater type ulcer coated 
over with gray necrotic debris. Karyorrhexis extends 
4 mm. beneath surface. No malignancy in this area but 
about 3 cm. below the surface is found an adenocarci- 
noma. 

Follow-up: Final discharge February 22, 1926. Com- 
plete healing March 15, 1926. 

Examined in September, 1931. Found in good health. 
No evidence of recurrence. 
2.—Carcinoma of the Sigmoid. 

Leo F. Simpson, M.D., F.A.C.S., St. Mary’s Hospital. 

Male—aged 40 years. 

Present Illness: Repeated attacks of colicky abdomi- 
nal pain, alternating diarrhea and constipation, small 
amount of blood in the stools at intervals. Three months 
duration. 

Physical Examination: Negative except for an in- 
definite mass in the left lower quadrant of the abdomen. 
X-ray reveals an obstructive lesion in sigmoid. 

Operation: August 6, 1926. Three-stage Mikulicz. 
Wound healed October 1, 1926. Postoperative X-ray 
treatment for two years. 

Pathology: Carcinoma of the sigmoid. New Work 
State Institute for the Study of Malignant Disease. 

Follow-up: Personal examination October 20, 1931. 
No evidence of recurrence. Feels perfectly well. Slight 
hernia in abdominal incision., 
3.—Carcinoma of the Stomach. 

W. J. Merle Scott, M.D., F.A.C.S., Strong Memorial 
Hospital. 

Male—aged 66 years. 

Present Illness: FEpigastric pain after meals for 
twelve years. For two months this pain has come more 
quickly after eating. 


* This contribution is a part of the Clinical Conference which was held 
at the Sixth Annual Meeting of the New York State Committee of the 
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Protocols of the Cases of Carcinoma of the Gastrointestinal Tract 
Cured far Five Years or More" 


Physical Examination: No masses or tenderness in 
the abdomen. X-ray showed a large niche on the lesser 
curvature of the stomach. 

Operation: A penetrating ulcer found with a crater 
1.5 cm. in diameter and 1 cm. deep on the lesser curva- 
ture, the base adherent to the pancreas. Subtotal gas- 
trectomy and cauterization of the point of attachment of 
the pancreas. December 18, 1926. 

Pathology: Carcinomatous ulcer with adenocarcinoma 
invading the base of the ulcer. 

Follow-up: Discharged January 15, 1927, having 
gained 15 pounds and being symptom-free. Followed 
yearly since then, with no evidence of recurrence. In 
the hospital now convalescent from a prostatectomy {for 
benign hypertrophy of the prostate. 
4.—Carcinoma of the Stomach. 

John J. Morton, M. D., F.A.C.S, Strong Memorial 
Hospital. 

Male—aged 43 years. 

Present Illness: Vomiting two years. Epigastric 
pain, three months. Fifteen-pound weight loss in last 
three months. 

Physical Examination: Moderate emaciation. No 
masses. X-ray—irregularity of the pyloric antrum with 
a 25 per cent six-hour residue. 

Operation: A large ulcer of the lesser curvature with 
marked induration of the base found. Subtotal gas- 
trectomy. November 5, 1926. 

Pathology: Colloid carcinoma. 

Follow-up: Discharged from the hospital November 
24, 1926, in good condition. Seen at intervals since, 
with no symptoms. Last seen November 23, 1931, with- 
out evidence of recurrence. 
5.—Adenocarcinoma of the Stomach with Metastasis to 

the Liver. 

C. Clyde Sutter, M.D., F.A.C.P., Park Avenue Hos- 
pital. 

Male—aged 50 years. 

Present Illness: Gastric distention and distress two 
hours after meals and during the night. 

Family History: Father died at 76 years; cancer of 
the rectum. 

Physical Examination: Negative, excepting infection 
of the teeth; 27 pounds underweight; arterial hypoten- 
sion; moderate visceroptosis. _X-ray—September 17, 
1926—filling defects along anterior border of the stom- 
ach. Stomach empties very rapidly. 

Operation: September 22, 1926. Partial gastrec- 
tomy. Adhesions to the left lobe of the liver, which also 
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How Appendicitis Was Treated in New York in 1884 
A Personal Experience 


SAMUEL Kino, A.B., M.D. 
Brooklyn, N. Y. 


FTER being graduated from the College of Physicians 

A and Surgeons, New York City, in the Spring of 1883, 

I became an intern in St. Luke’s Hospital, New York. 

The service was eighteen months, six months as Junior, 

the same as Senior, and the same as House Physician. My 
duties began on June Ist, 1883. 

St. Luke’s at this time was situated on the west side of Sth 
Avenue, from 54th to 55th Streets, standing some distance back 
from the Avenue, and was a rather impressive looking building. 
The entrance number was seventeen West 54th Street. 

Two internes began work at this time, one on the surgical side 
and myself on the medical side, and the rule was that there would 
be no change during service. There were four attending physi- 
cians and four attending surgeons, and I can vouch for the fact 
that they were extremely conscientious and able in their duties 
to the hospital. ° 

One morning in the Spring of 1884, April I think, I awoke 
with a feeling of lassitude and found that I could not extend 
my right lower extremity without pain in the right groin. I 
finally walked downstairs and was put to bed in one of the 
private rooms of the hospital. I was then twenty-seven years old. 
Dr. Geo, A. Peters took me in hand, one of the attending sur- 
geons of the hospital who was in service at the time. I had a 
moderate temperature and he made a diagnosis of perityphlitis. 
He believed in positive measures. Hot flaxseed meal poultices 
were ordered over the right iliac region, and these poultices 
were faithfully kept up by a good nurse until my convalescence. 
The same evening I was given ten grains of Hydrargyri 
Chloridum Mite, which was followed the next morning by saline 
purgatives, leading of course to a very thorough evacuation of 
the bowels, and also more or less prostration and general weak- 
ness of my system. The temperature did not come down so 
soon as he thought it ought, and three or four days later he 
gave me another ten grains of calomel with saline purgatives the 
following morning. 

I have the chart showing the temperature and pulse rate; the 
former did not rise much above 103 degrees during the whole 
of my illness. I was not allowed out of bed at any time. I had 
practically no pain, except, as before mentioned, when I extended 
my leg, during the illness. I remember very well the mass of 
inflammatory exudate in the lower right quadrant of the abdomen. 


Doctor McBurney and Doctor Bull both saw me ‘in consultation 
with Doctor Peters. 

A few days after my last dose of calomel the temperature 
came down to nearly normal, and I was given, three times a day, 
one teaspoonful of Mistura Rhei et Sodae, with one grain of Qui- 
ninae Bisulphas to each dose. My convalescence was rather rapid. 
What became of my appendix I never knew. I have surmised 
that it sloughed off, and together with the pus and detritus 
passed out of the bowel, for I have never had, during the 
forty-eight years I have lived since that time, any pain or sign 
of trouble of any kind in the right iliac region. 

After a visit of a week or ten days at my home in the country 
I returned in time to take up my service as House Physician at 
St. Luke’s. 

Would I advise this method of treatment today? Undoubtedly 
not. The modern method, with the early use of the knife, most 
certainly promises better and surer results. In 1884, meddling 
with the peritoneum was largely taboo, and Vis Medicatrix 
Naturae was relied upon to do most of the work. 

Because of possible doubt as to the diagnosis of my trouble 
in 1884 in the right iliac region because of the paucity of symp- 
toms given above, notwithstanding the fact that Doctor Bull and 
Doctor Robert Abbe and other surgeons who saw me at the 
time, as well as Doctor McBurney, whose celebrated “Point” 
has assisted so much in the diagnosis of appendicitis, concurred 
in the diagnosis given by Doctor Peters, I decided to have an 
X-ray picture taken of my right iliac region to find out whether 
I still had an appendix. The paucity of symptoms given may be 
and probably is due to the fact that I have forgotten many of 
them during the lapse of forty-eight years since I had this acute 
perityphlitis. 

Dr. A. L. Loomis Bell, Radiologist of the Long Island College 
Hospital, kindly took two radiograms of my right iliac region, 
one on March 22, 1932, and one on March 24, 1932, after inges- 
tion of a barium meal on March 21, 1932. I quote from his 
report: “On the 24 hr. film... . the appendix cannot be made 
out. On the 72 hr. film the cecum and ascending colon are 
almost empty; the appendix cannot be seen.” 

This certainly seems to coincide with my surmise as given 
above about the appendix and to prove that my acute perityphlitis 
was synonymous with acute appendicitis. 

319 Carlton Avenue. 


shows a small area of hard infiltrated tissue. Tumor of 
the liver excised and wound closed by interrupted mat- 
tress sutures. The end of the stomach is sutured to the 
jejunum high up. 

Pathology: Adenocarcinoma of the stomach with 
metastasis to the liver. 

Follow-up: October 20, 1931. Occasional attacks of 
sallowness with coated tongue and foul breath. No 
vomiting, no pyrosis, no sour stomach, seldom distress. 
No laxatives needed. Nervous. Works every day. 


Mental Effect of Idleness 

A survey by questionnaire of social workers of New York City’s 
public and private relief agencies has found fifteen serious psy- 
chological effects of the privations and hardships of unemployed 
persons. They have made a list of the common effects caused by 
unemployment. Mr. Hodson has set forth the following as the 
more important findings: 

I)iscouragement, depression, desperation—often to the verge, 
and sometimes to the point of actual crime. 

Bewilderment and mental confusion. 
. Loss of self-confidence, development of a sense of failure and 
interiority, or a thwarted feeling of helplessness. 

Loss of initiative and sense of responsibility, indifference, idol- 
ence, apathy and lethargy. 

Passive submissiot) and endurance, loss of courage to go on 


looking for work or to try anything new; or 

Obsession with the necessity of finding. work, inability to take 
interest in other activities or to meet obligations. 

Occasionally a sense of importance, as part of a front-page 
problem, enjoyment of the situation and of the attention it brings. 

Bitterness, disrespect for law and religion, moral and spiritual 
deterioration. 

Cynicism, resentment, antagonism, rebellion—against the 
wealthy, against society, against the Government. 

Loss of pride and self-respect, carelessness about personal ap- 
pearance, sensitiveness, avoidance of social contacts; or, on the 
contrary, 

Restlessness, craving for excitement and distraction, leading 
to drinking and gambling. 

Mental and nervous disturbances, from irritability and exces- 
sive worry up to serious neurological conditions. 

Contented acceptance of lower standards and dependence upon 
charity. 

Constant fear, even when again employed, and a sense of in- 
security; desire to give up well paid, skilled, seasonal work for 
city employment or anything that would insure a steady income, 
however low. 

We have spoken of this matter in our editorial columns re- 
peatedly, and no one can deny that there is a close interrelation- 
ship between physical conditions and these emotional and men- 
tal attitudes; and eventually the depression must take its toll 
in ill health of the nation’s unemployed. 

Med. Jour. & Record. 
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Otology 


Early Recognition of Otitic Intracranial Complications 

V. V. Wood (Laryngoscope, 42 :335, May, 1932) discusses the 
importance of early diagnosis of intracranial complications of 
otitic infections before the appearance of the fully developed 
clinical picture. The subjective symptoms may furnish the only 
early clue to the seriousness of the case; such symptoms should 
receive careful attention. The history of the case is of great 
importance, but often it is impossible to obtain a clear history 
either from the patient, or in the case of children, from the 
parents or nurse. Subjective symptoms that are of importance 
include: Unusual subjective sensations of touch, sight or hearing, 
the exact nature of which the patient himself may be unable 
te explain; chilly sensations or “intervals of coldness ;” irritabil- 
ity and apprehensiveness without apparent cause ; general head- 
ache or pain localized at a distance from the ear; a headache 
that is temporal, frontal or behind the eyes and accompanied or 
preceded by severe photophobia is especially significant. In the 
examination of the patient, a study of the general appearance is 
of value. The patient should be examined carefully and repeat- 
edly for signs of cranial nerve involvement and weakness of 
ocular muscles, however slight. The pulse rate should be re- 
peatedly taken, and should always be taken continuously for 
one to two minutes; in this way an early slowing of the rate or 
periods of slowing may be determined “before the typical slow 
“cerebral pulse” appears. The temperature curve may be mis- 
leading; a sudden unexplained rise of temperature of even two 
or three degrees is a “cause for concern. The author has 
not noted any significant changes in the respiratory rate in 
the early stages of intracranial complications. If the patient 
is evidently sick and septic, if the ear drum has lost its inflam- 
matory redness, but appears dry, dull yellow and lusterless or 
“fuzzy,” if the hearing is poor, and if the exudate after paracen- 
tesis appears coagulated, further complications should be care- 
fully watched for; an insidious pneumococcus type III infec- 
tion has been found in such cases. A myringitis bullosa with 
a dull hemorrhagic bleb on the drum may _ indicate serious 
infection, usually streptococcic. If the mastoid tenderness is 1o- 
calized chiefly over the emissary vein, it indicates that the in- 
fection “is near a wide open gateway to the intracranial struc- 
tures.” Lack of mastoid tenderness may indicate deep infec- 
tion if there is deep-seated subjective pain in the mastoid 
antrum, and if the discharge, appearance of the ear drum and 
sagging posterior superior canal indicate a progressive mas- 
toiditis. The appearance of the aural discharge should be care- 
fully noted, but the author finds that this is not necessarily indic- 
ative of the virulence of the infection; bacteriological study 
should be made as soon as possible. The author has not ob- 
served nystagmus or aphasia to be an initial symptom in acute 
intracranial complications. In some cases where meningitis is 
suspected, early lumbar puncture is the only means of deter- 
mining what method of treatment is indicated. In cases of 
suspected brain abscess, lumbar puncture is not done. The 
blood findings and X-ray pictures should be carefully studied, 
but care should be taken in their interpretation in early cases. 
When a patient with suppurative otitis media is not doing well, 
an immediate opthalmological examination should be ordered, 
as the first signs of intracranial involvement may be found in 
the eye. Many of these symptoms and signs are of value in 
the diagnosis of intracranial complications following a mastoid 
operation as well as in those developing before the mastoid 
is opened. 


Cholesteatoma in Aural Suppuration 

T. B. Jobson (Journal of Laryngology and Otology, 47 :380, 
June, 1932) notes that it is generally recognized that the so- 
called “attic” cases of aural suppuration are remarkably re- 
sistant to treatment. This is due, he believes, to the fact that 
they represent a combination of cholesteatoma and_ infection, 


the former rendering the latter inaccessible and _ interfering 
with drainage and aeration. In his opinion the cholesteatoma is 
the primary condition; if this is correct the cholesteatomatous 
hyperplasia would precede the infection by a considerable period, 
and the infection might never supervene. The aim shouid be 
to diagnose the condition as early as possible. Cases of slight 
deafness with the membrane partially adherent and a_ blush 
over Shrapnell’s membrane should be watched very closely, and 
any infection in the nose or throat promptly treated. An oc- 
casional slight discharge from the ear with characteristic fetor 
without pain and with quite good hearing also indicates cholestea- 
toma with beginning infection and suppuration. Cases of choles- 
teatoma usually progress slowly and insidiously, but wide areas 
of bone may be dissolved without any warning symptoms and 
then the process extends suddenly to some “vital spot.” To ob- 
tain improvement or cure in cholesteatoma free drainage and 
aeration must be established; usually a radical mastoid operation 
is necessary. The mastoid cavity in such cases often does not 
heal satisfactorily ; there is a tendency to a slight amount of secre- 
tion and crust formation. Even if the cavity heals and remains 
dry for long periods, there is a tendency to recurrence of secre- 
tion and crust formation. This, the author believes, is due to 
tendency of the epithelium to proliferate abnormally, which is 
characteristic of cholesteatoma. 


Malformation of the Auditory Apparatus in the New-Born 

F. W. Hagens (Archives of Otolaryngology, 15:671, May, 
1932) reports an unusual case of unilateral deformity of the ear 
in a new-born child that died shortly after birth. The right 
external ear and the entire auditory apparatus on the right side 
were normal. On the left side, the outer ear, external and canal 
and drum membrane were absent. The malleus, incus and stapes 
were deformed, the tensor tympani muscle was present, but the 
stapedius muscle was absent. A mass of thymus tissue was 
found in the tympanic cavity; this is an unusual finding; the 
child’s thymus was normally situated in the thoracic cavity. 
The facial nerve was absent on this side. The end-organs of 
the cochlear and vestibular apparatus were normally developed, 
but there was no spiral ganglion or cochlear nerve tissue, al- 
though Scarpa’s ganglion and the nerve fibers to the end organs 
were partially present. The internal auditory meatus was nar- 
row, and its aperture filled with connective tissue, so that there 
was no nerve connection with the brain. At the base of the 
brain the cochlear nuclei of the eighth and the motor nucleus of 
the seventh nerve were practically absent. The vesticular nuclei 
and tracts were present but diminished in number. The case is 
of clinical interest because of the possibility that a plastic opera- 
tion might be attempted in such a case if the child had lived. 
Any improvement of the hearing by such an operation in a case 
of this type would be impossible. A roentgenogram would have 
indicated a probable deformity of the inner ear by showing the 
absence of the external auditory canal and the almost complete 
absence of the internal auditory meatus. In all such cases the 
condition should be carefully studied before any operation on 
the external malformation is undertaken. 


Magnesium Sulphate in Otorrhea 

E. Watson-Williams (Practitioner, 128:556, May, 1932) re- 
ports the use of magnesium sulphate in the treatment of pain- 
less otorrhea of all types. In acute otitis media it is used as soon 
as the membrane is incised or ruptures. The meatus is first 
wiped dry with a wool “mop” or swab on a small holder; the 
mop is plunged down the meatus and withdrawn “straight in 
and straight out,” without “mopping round.” This is repeated 
until the meatus is dry, using a new mop each time. The meatus 
is then filled with powdered exsiccated magnesium sulphate and 
a piece of wool placed at the entrance of the meatus, not 
pushed down into it. This is changed as often as it is wet with 
the discharge. When the ear becomes dry treatment is stopped. 
No other application is made to the ear. This method avoids 
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sy ringing, and provides free escape for the discharge. The mag- 
nesium sulphate is mildly bactericidal but not irritating to the 
tissues. Its chied action is to promote flushing of the ear with 
serum by osmosis. This method has given the author good re- 
sults in the cases in which he has used it; the results are good in 
regard to hearing as well as the clearing up of the discharge. 


Pathogenesis of Middle Ear Tuberculosis 

G Theissing (Folia oto-laryngologica, 22, orig.: 328, April, 
1932) reports a study of the temporal bone and middle ear in 15 
children dying of generalized tuberculosis; in the 15 cases (25 
temporal bones) there was a tuberculous osteomyelitis in 13 
cases (21 temporal bones); only 2 cases showed no tuberculous 
lesions in the temporal bone. In 7 of the cases (9 temporal 
bones) there were tuberculous changes in the mucous mem- 
brane of the tympanic cavity in addition to the bone lesions. In 
4 adolescents and young adults dying of miliary tuberculosis, 2 
showed disseminated tuberculosis in the marrow of the pyramid 
and the spongiosa of the mastoid bone; in 2 cases there was only 
a single tuberculous focus in the py ramid. In only one case was 
there tuberculous involvement of the middle ear mucosa. In ex- 
periments on guinea pigs and rabbits, in which virulent tubercle 
bacilli were injected intra-arterially, tuberculous lesions were pro- 
duced in the temporal bone and in the middle ear, which corre- 
sponded to those found in the human cases at autopsy; in some 
both the bone and the mucous membrane were involved, in others 
only the bone. In the experimental animals the lesions repre- 
sented a much more massive infection than in the human cases, 
yet the general resemblance in the nature and distribution of the 
lesions was striking. From these studies the author concludes 
that middle ear tuberculosis is a blood-borne infection, and that 
it is primarily a bone involvement with secondary involvement 
of the mucosa. 


Rhino-Laryngology 


Electrosurgery for the Removal of the Tonsils 

* B. Balmer (Archives of Otolaryngology, 15:503, April, 
1932) describes his method of gradual extirpation of the tonsils 
by electro-coagulation. He does not advocate this method as a 
general substitute for surgical removal, but only on special indi- 
cations. Only topical anesthesia is used for most treatments, but 
when the base of the tonsil is reached a little nerve block anes- 
thesia is desirable. The high frequency coagulating current is 
used with a needle electrode made of special alloy; the indiffer- 
ent electrode is applied to the patient’s back or to a conductive 
material held in the hands. The needle is inserted into the tonsil 
substance for one to three seconds, until a blanched area appears 
around it; from five to six insertions are made at each sitting. 
The tonsils are treated alternately and usually at least six treat- 
ments, often more, are necessary to obtain complete destruction 
of the tonsillar tissue. Treatments should not be repeated in 
either tonsil until the coagulum has “cleared.” This method is 
contra-indicated in children, in extremely nervous and refractory 
patients, and in patients who cannot take the time for the nec- 
essary number of treatments. It is indicated chiefly for the re- 
moval of postoperative tonsillar remains, lymphoid hypertrophy, 
or regenerated tonsillar tissue; also in cases of lingual hyper- 
trophy and varix; in various fungous diseases of the mouth; in 
blood dycrasias, in cardiorenal and other general diseases contra- 
indicating surgery; in the aged and infirm; and in patients who 
refuse surgical operation. In cases where “conservatism is im- 
perative,” the author uses a method that he describes as dia- 
thermo-cryptectomy, i.e., a removal of the cryptic area by dia- 
thermy without attempting complete removal of tonsillar tissue. 
He has found this brings about marked improvement in general 
health in patients with chronic tonsillar infection. 

E. A. Griffin (Mepicat Times Anp LonG IsLtanp MEDICAL 
Journa, 60:151, May, 1932) also reports the use of electroco- 
agulation for removal of the tonsils. The indifferent electrode 
is applied to the patient’s neck. The needle is curved; in the 
first treatment the needle is inserted into the lower pole of the 
tonsil until the area is blanched (usually one and a half minutes) ; 
this process is repeated around the borders of the tonsil with 
the punctures one quarter of an inch apart and one quarter of an 
inch from where the anterior pillar meets the capsule of the ton- 
sil; the process is then repeated along the surface of the tonsil. 
\ new needle is then used and a unipolar or desiccating cur- 
rent employed over the same area; this prevents hemorrhage. 
Repeated treatments are necessary to ensure destruction of all 
tissue, but both tonsils may be treated at one sitting. For the 
first twenty-four hours acetylsalycylic acid is applied locally 
every two to four hours; regular diet is resumed, and there is 
little pain or discomfort. The author has given over 500 treat- 
ments, with only 2 slight hemorrhages, easily controlled; one 
severe reaction in one tonsil; and one case of quinsy where a 
crypt was coagulated and sealed by the current. Since that oc- 
currence, the author has avoided inserting the needle into a 
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crypt in the first treatment. In no other case has the patient 
lost any time from his regular pursuits. The method is not suit- 
able for children, but in adults it has certain definite advantages: 
Freedom from hemorrhage ; absence of surgical shock; no hospi- 
talization necessary; no painful or sore throat; and no restric- 
tion of diet. It is of special advantage where surgery is contra- 
indicated or the patient refuses operation. 


Early Extrinsic Cancer of the Larynx 

G. Tucker (Annals of Otology, Rhinology and Laryngology, 
41:36, March, 1932) notes that the earliest and most important 
symptom of cancer of the larynx is chronic hoarseness; if the 
importance of this symptom is realized and careful laryngoscopic 
examination made, the early diagnosis of cancer of the larynx is 
possible. In case of any suspicious lesion biopsy should be done; 
this will in some cases reveal a precancerous lesion which can be 
removed by a much less radical procedure than cancer. The 
author has found that early extrinsic cancer of the larynx can be 
treated by laryngofissure. This operation has no operative mor- 
tality and also conserves the larynx. He reports 30 cases oper- 
ated by this method at the University of Pennsylvania. In most 
of these cases the technique of Chevalier Jackson was closely 
followed; in a few instances thyrochondiotomy by St. Clair 
Thompson's technique was used. In the first half of the series 
general anesthesia by intratracheal ether was employed, but re- 
cently local anesthesia has been used exclusively. Of the 30 cases 
operated, there are 25 cases in which more than a year has 
elapsed since operation. There has been a recurrence in 2 of 
these cases; one patint refused further operation and died within 
a year after operation; the other case is well without recurrence 
following laryngectomy. Of the 23 cases fiving without recur- 
rence, the longest duration of cure is seven years; 8 cases are well 
for more than five years. If cases are carefully followed up after 
laryngofissure laryngectomy will cure practically all recurrences 
that may develop. In some cases not in this series partial laryn- 
gectomy with postoperative radiation has given good results. In 
posterior intrinsic cancer laryngectomy in indicated, but this 
operation will cure a large percentage of these cases, if diagnosis 
is made early. 


Cytological Examination of the Nasal Smear 

. S. Kahn and B. F. Stout (Southern Medical Journal, 
25 :582, June, 1932) reports a study of the cytology of the nasal 
smear in 97 cases, 87 of which were allergic cases. As it was 
desired to determine the practical diagnostic value ‘of a method 
that would require only a few minutes, few complete differential 
cell counts were made, but merely the percentage of eosinophils 
was determined. In 73 cases of proven hay fever, 50 showed 
eosinophils 10 to 90 per cent.; 9 showed few eosinophils (3 to 
10 per cent.) ; 14 showed no eosinophils, but 5 of these patients 
showed eosinophilia on a second examination. Four quiescent 
hay fever cases, out of season, showed no eosinophilia. In 10 
hay fever cases with acute infections, the previous eosinophilia 
was completely replaced by a non-eosinophilic polymorphonuclear 
cytosis, the eosinophils completely disappearing temporarily; in 
17 other similar cases, a 5 to 40 per cent, eosinophilia accom- 
panied the polymorphonuclear cytosis. In 10 non-allergic cases 
with acute or chronic upper respiratory tract infections, none 
showed eosinophilia in the nasal smear. The authors conclude 
that the eosinophilic nasal smear is of definite diagnostic value. 
A positive eosinophilia in the nasal smear of 20 to 90 per cent. 
is definitely diagnostic of an allergic condition; an eosinophilia 
of 4 to 8 per cent. is highly suggestive of an allergic condition. 
In the quiescent state or in the presence of an acute respiratory 
tract infection the absence of ecsinophilia does not exclude the 
diagnosis of an allergic rhinitis. The authors have found no 
evidence that a chronic purulent sinusitis without an allergic 
basis or complication can produce an eosinophilia in the nasal 
smear. 


Toxoid in the Treatment of Atrophic Rhinitis 

L. B. Bernheimer (Archives of Otolaryngology, 15:746, May, 
1932) notes that many treatments for atrophic rhinitis and ozena 
have been tried, among them various vaccines “developed on a 
supposedly specific basis.” Recently Malherbe and Dujardin- 
Beaumetz reported that they found a predominance of the pseu- 
dodiphtheritic bacillus of Belfanti in the nose in atrophic rhinitis 
and used both diphtheria antitoxin and a specific vaccine in treat- 
ment. In experiments on rabbits the author found it impossible 
to produce a chronic lesion resembling atrophic rhinitis by intro- 
ducing pure cultures of the pseudodiphtheritic bacillus into the 
nasal chambers. Diptheria anatoxin of Ramon (toxoid) was 
nevertheless used in a series of cases of atrophic rhinitis, all of 
which showed a predominance of the pseudodiphtheritic bacillus 
of Belfanti in the nasal flora. The dosage and frequency of 
administration were in excess of that necessary for immuniza- 
tion against diphtheria. Although the pseudodiphtheritic bacillus 
disappeared from the nasal flora, there was no improvement in 
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symptoms—the crusting and odor persisting as before. The 
author notes that he has also found endocrine preparations with- 
out effect in ozena, unless there was some clinical evidence of 
endocrine dysfunction. 


Vitamin A Deficiency and Respiratory Diseases 

E. J. Quinn (Medical Journal and Record, 135 :237, March 2, 
1932) points out that recent studies have shown that ‘vitamin A 
increases the bodily resistance to infection; some investigators 
have found that this is particularly true of respiratory tract in- 
fection. Decreased resistance to infection has been found in ani- 
mals on a diet deficient in vitamin A before the “classical signs” 
of vitamin A deficiency appear. One group of investigators 
(Wolbach and Howe) found that vitamin A deficiency resulted 
in a change of the normal epithelium of the respiratory tract (and 
other organs) into stratified keratinizing epithelium. These find- 
ings indicate that a diet containing a liberal amount of vitamin 
A is of definite value in the prevention of colds and other respira- 
tory infections, while a vitamin A deficiency mav lower the re- 
sistance to such infections without producing other demonstrable 
symptoms of such deficiency. 


Gynecology 


Menstrual Disturbances and Hypothyroidism 

W. Waters and G. A. Williams (American Journal of 
Obstetrics and Gynecology, 23:489, April 1932) report six cases 
in which menorrhagia was due to hypothyroidism and was re- 
lieved by the administration of thyroid extract. In these cases 
a careful pelvic examination, with curettement if necessary, 
showed no local pathological conditions. The patients presented 
other symptoms suggestive of hypothyroidism, such as weakness, 
sensitivity to cold, and dry skin; but the basal metabolic rate was 
not below normal in all instances. The authors are of the opinion 
that the possibility of hypothyroidism as a cause of menorrhagia 
has not been given sufficient consideration. In obscure cases 
of menorrhagia without pathological conditions in the pelvis, 
the authors suggest that a therapeutic trial of thyroid extract 
should be made, especially if the basal metabolism is low normal 
or below normal or if there are other signs of hypothyroidism. 
Too much emphasis should not be placed on the basal metabolism, 
as this may be normal even in the presence of hypothyroidism 
and in cases in which menorrhagia is relieved by the administra- 
tion of thyroid extract. 

S. D. Breckinridge (American Journal of Obstetrics and 
Gynecology, 23 :871, June, 1932) also notes that little attention is 
given to hypothyroidism as a cause of menstrual disturbances, 
but his experience has led him to believe that it is “Neither an 
infrequent nor an unimportant complicating factor in gynecology 
and obstetrics.” He reports 16 cases in which menorrhagia was 
the chief presenting symptom, associated in some instances with 
shortening of the intermenstrual interval. In some of the pa- 
tients, however, there was lengthening of the intermenstrual in- 
terval and in some nervousness was a predominating symptom. 
In these cases the basal metabolism varied from minus 7 to 
minus 22 per cent. In 79 per cent of the patients who remained 
under observation for a sufficient period to justify conclusions, 
complete relief of symptoms resulted from thyroid medication. 
In the remaining 21 per cent improvement was sufficient to make 
other treatment unnecessary. During this same period one pa- 
tient was seen with menorrhagia and shortening of the inter- 
menstrual interval, whose basal metabolism rate was above nor- 
mal (plus 23 per cent), indicating that hyperthyroidism is a less 
frequent cause of menorrhagia than hypothyroidism. The author 
also reports 8 obstetric cases with hypothyroidism, 2 cases of 
missed abortion, 2 of habitual abortion, 2 of pseudocyesis, and 
2 of subinvolution. The 2 patients with habitual abortion were 
carried successfully through pregnancy on thyroid medication. 


Infections and Degenerations of the Uterine Cervix 

. H. Mayo (Surgery, Gynecology and Obstetrics, 54:690, 
April, 1932) states that at the Mayo Clinic infection of the 
uterine cervix is often found in women with rheumatic involve- 
ment of small joints, and with ocular disease such as chronic 
recurring iritis, phlyctenular keratitis occurring first in one eye 
and then in the other, and inflammation of the ciliary body. He 
notes that in men similar conditions are found associated with 
prostatic infection. In many of the cases in women, cure is ob- 
tained by coreing out the cervical canal with an electric cautery, 
removing all the tissue up to the internal os. Recovery is 


hastened in the more advanced cases by the use of autogenous 
vaccines made from the organisms cultured from the cervical 
tissue removed. In regard to the infections and degenerations 
occurring in the uterine cervix after subtotal hysterectomy, the 
author is of the opinion that this is due to limited blood supply 
to the cervix after oneration, which lessens the resistance of the 
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tissues both to infection and to degenerative changes. Such a 
cervix may becomes a focus of infection or the site of malignant 
degeneration. The author does not maintain that subtotal hyster- 
ectomy is a causative factor in carcinoma of the cervix, but that 
this operation should be done only in certain cases when the 
cervix is free from disease. At the Mayo Clinic the death rate 
in 3,085 subtotal hysterectomies done for fibromyomata in 1916 
to 1929 was 1.2 per cent, while that for total abdominal hyster- 
ectomies was 1.8 per cent. From July, 1910 to July, 1930, 99 pa- 
tients that had undergone subtotal hysterectomy at the Clinic 
or elsewhere were operated for carcinoma of the cervical stump; 
in 55 per cent of these cases the carcinoma had developed three 
years or more after operation. The author suggests that in any 
case in which a total hysterectomy is considered to be contra- 
indicated, a subtotal operation may be done, and ten to twelve 
days later, the cervix removed by some method or the cervical 
canal enucleated or destroyed by cautery; occasionally this pro- 
cedure shows an early carcinoma. 


Laboratory Aids in the Diagnosis of Gonorrhea in Women 

A. Jacoby (American Journal of Obstetrics and Gynecology, 
23:729, May, 1932) reports the examination of 21,610 women 
in the various prisons of New York City in 1925 to 1929 with 
special reference to the prevalence of gonorrhea. Gonorrhea was 
diagnosed clinically in 30 per cent but cervical smears were 
positive in only 4 per cent. In 2,795 cases in which the comple- 
ment fixation test for gonorrhea was done in 1925 and 1926, 243, 
or 9 per cent, would be considered positive if doubtful and 1-plus 
reactions were included. Of the total number tested, 1,041 were 
diagnosed clinically as having gonorrhea; of these 113, or 10.8 per 
cent, gave a doubtful or positive reaction, but only 28, or 2 per 
cent, gave a stronger reaction. Assuming that the other 130 
cases showing a doubtful or positive reaction also had gonorrhea 
in which clinical diagnosis was missed, there would be 1,171 
cases of gonorrhea, with 243, or 20.5 per cent, showing a positive 
fixation test, From his study of these cases, the author concludes 
that if the examination of cervical smears is to be of value in 
the diagnosis of gonorrhea, repeated smears must be taken and 
carefully examined; the use of the Gram stain is not necessary; 
in conjunction with the clinical examination, the methylene blue 
stain is sufficient for practical purposes. A positive smear is 
conclusive evidence of gonorrheal infection, but a negative smear 
does not exclude gonococcus infection in women. Pure spreads 
of pus cells, even without organisms present, are suspicious 
of gonorrheal infection. Cultures can be made only in a well 
equipped laboratory and are not practical for use in routine 
practice. The complement fixation test with the present tech- 
nique is considered unreliable. No laboratory procedure, the 
author concludes, is as valuable as the history and clinical evi- 
dence for the diagnosis of gonorrhea in women. 


Therape utic Abortion by the Roentgen-Ray 

Harris (American Journal of Roentgenology, 27:415, 
March, 1932) reports 138 cases in which the Roentgen-ray was 
used to produce therapeutic abortion at Mt. Sinai Hospital. This 
method has been used only in those cases in which a subsequent 
pregnancy was contra-indicated on account of the possible danger 
of any ill effect of the irradiation on the foetus. Four patients 
in the series, who became pregnant after Roentgen-ray abortion, 
were successfully aborted the second time by the same method. 
In most cases a period of amenorrhea follows the treatment, es- 
pecially if the ovaries are included in the irradiated field; the 
amenorrhea will usually be permanent in women approaching the 
menopause; in patients under thirty-five years of age it lasts 
about two years. It can be avoided in a certain percentage of 
cases by partly shielding the ovaries. Abortion was successfully 
produced by the Roentgen-ray irradiation in 129 of the 138 
cases in this series. Three of the failures showed dead fetuses 
when the uterus was emptied surgically which would undoubtedly 
have been expelled; 5 were definitely underdosed; one was 
pregnant twenty-two weeks, while in all the other patients the 
duration of pregnancy was not over sixteen weeks. The average 
interval between treatment and the expulsion of the fetus was 
four weeks. The patient was put to bed when bleeding began: 
the pain was rarely severe; and there was usually no fever. The 
Roentgen apparatus used was carefully calibrated, and a 6!) 
per cent skin erythema dose given to the fundus of the uterus. 
If the uterus stops growing and there are no signs of a toxic 
absorption, the expulsion of the fetus can safely be awaited. li 
failure is evident before the pregnancy has advanced to the six- 
teenth week, the treatment may be repeated. The author has 
found this procedure of special advantage in cases of active tu- 
berculosis, in which the period of amenorrhea following the treat- 
ment is of definite advantage; in cardiorenal disease where 
surgery is especially dangerous; and in malignant growths. 


(Concluded on page 269) 
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Broadening the Indications for Sterilization 


Among the arguments for sterilization of our 
18,000,000 alleged defectives the Human Betterment 
Foundation of California recently offered one to the 
effect that six out of seven of the patients themselves 
in California, of whom there have been about 6,000 
subjected to the operation during the past twenty 
years, have been satisfied with the operation and the 
results. “Broadly speaking, it is not too much to say 
that the best friends of sterilization in California are 
those who have been sterilized in the State institu- 
tions and who know from personal experience what 
this protection means to them in their own lives.” 

This invocation of the opinion of the sterilized ones 
themselves seems a curiously naive gesture on the 
part of these earnest and humorless people. If they 
were competent to judge so intelligently, well, then 
they were competent. Why, then, should they have 
been sterilized? If they were of low, defective men- 
tality, devoid of nice reasoning power and lively 
insight, what value could their opinion have? It 
might better have been left out on either count. That 
the eugenists expect it to be taken seriously reveals 
more about the eugenists themselves than it does 
about the sterilized ones. They are evidently hard 
put to it for testimony. 
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Some day we may include in the indications for 
sterilization a complete absence of the sense of hu- 
mor, lack of which may properly be regarded as, in 
itself, an intelligence defect. 


What of Potential Recruits of Proper Grade? 


One constantly encounters practitioners who can- 
not with any enthusiasm recommend medicine as a 
career to their sons.or to any likely young people; 
not because of any sense of failure on their own part 
or because of any lack of admiration of medicine, 
but because of the specter of State Medicine. 

What could there be more suggestive of the status 
which medicine would surely attain under the state? 
If one were to guide one’s son toward such a “pro- 
fession,” why not toward barbering, or sign painting, 
or plumbing? 

The specter of State Medicine, even if it never be- 
comes a reality, is already affecting the quality of 
the profession of the next generation. 

Such a malodorous specter deserves to be laid, for 
the sake of the profession of to-morrow. 


The Aviator and the Parturient 


A great hullaballoo is made over the endurance 
and courage displayed by a woman aviator. It is 
as though the possession of natural capacities of this 
order by a woman were a kind of new discovery, 
whereas to the physician the unselfconscious, un- 
spectacular exhibition of these qualities is a com- 
monplace daily experience. 

Many of the modern world cannot see or under- 
stand this fact very clearly. Naturally, the bearing 
of children, for example, becomes unthinkable when 
considered abstractly and, of course, distortedly. 

Such a cockeyed perspective denotes the sheerest 
ignorance of one fundamental truth of the clinic. 

Almost any woman possesses a capacity for sheer 
fortitude and endurance excelling by far that called 
for by aviation. 

If first-grade prizes for endurance and heroism 
were to be awarded by competent judges aviators 
would not be considered. They would go to the avia- 
tors’ mothers—to whom it would never occur to 
think of themselves as heroines. But we hope such 
prizes will never be awarded; it would spoil every- 
thing. 

The loss of the unselfconscious quality menaces 
the world, which has been taken over largely by a 
school of selfconscious weaklings which goes wild 
over any feat by a real human being denoting good 
qualities. 

The aviator is just barely believable. The partur- 
ient is incredible. So the latter will never be paraded 
down Broadway, showered with ticker tape, and pre- 
sented with the freedom of the city. Well, thank 
God for that! 


The Caduceus 


In an interesting article in the June Scientific 
Monthly the Reverend Stuart L. Tyson showed that 
most medical men in the United States have an 
erroneous conception of the Caduceus, emblem of 
the healing art. The wand with two serpents, usual- 
ly seen on seals, charters, facades of medical build- 
ings and motor cars, is the symbol, not of Asklepios, 
but of Hermes (Mercury). The true Caduceus is a 
heavy staff or club, bearing a single twined snake. 
Even our standard dictionaries perpetuate the error. 


| 


266 


It is only in the United States that this confusion 
exists to-day. 

The complete absurdity of the misconception is 
apparent when we reflect that the god whose em- 
blem we insist upon honoring was the patron of 
thieves, liars and defrauders and bore no connection 
with medicine. 


The Modern Economic System Possibly Doomed 
for Biological Reasons 


Bachem of the University of Illinois has shown in 
the course of research work for the Engineering 
Foundation that the present economic system is 
doomed for biological reasons unless it can function 
in accordance with human requirements. The un- 
natural routine enforced by the industrial era thwarts 
wholesome development, forces artificial conformity 
to standards essentially wrong, and tends to distort 
sound biological degiderata. Well ordered work is 
for those from eighteen to forty-five, working on a 
five-day week and a six-hour day schedule. There 
must be time for healthful recreation and it must be 
possible to accumulate enough capital to meet all 
contingencies. 

Modern housing and modern clothing are biol- 
ogically wrong. It is all but impossible for most 
people to live agreeable, healthy lives in conformity 
with the rules of nature and the teachings of modern 
medicine. 

Amen, say we. 


A Doctor Looks at Economics 


“Just as the social body is made up of numerous 
physical bodies, so is the physical body made up of 
numerous smaller or microscopic bodies. Advancing 
physiological and biochemical knowledge makes it 
perfectly clear that an exact balance must be main- 
tained in the reciprocal activity of these smaller bod- 
ies if the physical body as a whole is to function 
normally and economically. Each minute body has 
an exact sense of its requirements, and if these pre- 
cise needs are wilfully or stupidly meddled with—if 
a sufficient number of the tiny units are either de- 
prived of adequate supplies or more than they need 
is forced upon them—they will fail to function nor- 
mally and will bring disease to the entire body. 

It is hardly necessary to point out that this appears 
to be exactly what has happened to the social body 
which is now in such obvious distress.” 

The foregoing quotation is from a very able ar- 
ticle by Dr. James Bayard Clark, of New York, in 
the June Review of Reviews. 

What would happen to the body if the erythrocytic 
“coinage” in our blood stream were to be distributed 
as inequitably to the cells as is the social wealth of 
the world to the deserving among its human units? 
Something approaching gangrene here and there, we 
fancy. 

Dr. Clark's analogy is brilliantly worked out. Such 
lucid thinking will aid society to do something about 
the awful mess. We are glad to see medicine offer- 
ing its brains and experience in the cause. 


Deep X-Ray Therapy for Tuberculous Meningitis 
Bokay (Jahrb. f. Kinderh., 1932, cxxxv, 69) reports success 
in treatment of tuberculous meningitis with deep X-rays. The 
technic used was 162 kilovolts, 4 m. a. with 0.25 of zinc and up 
to 3 m.m. of aluminum filter, 150,200 R. units with a_ focal 
distance of 34 cm. 
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L. I. News and Notes 


Outing of the Associated Physicians of Long Island 

The 102nd regular meeting of the Associated Physicians of 
Long Island was held at Karatsonyi’s Outing Resort at Glen- 
wood Landing, L. I., Saturday, June 18, 1932. It was a true 
outing with an enthusiastic gathering for the old fashioned 
clambake served by the Karatsonyi family who have catered 
to men’s clubs for over forty years. 

As announced in the preliminary bulletins, the meeting was 
devoted to the task of doing honor to the retiring secretary, 
Dr. James Cole Hancock. This brought out many of his friends 
who are old in length of membership in the Association. 

The business meeting was opened by Dr. Ja. C. Rushmore, 
the president, at four o'clock, by the reading of a letter from 
Dr. Hancock stating that he was unable to continue the arduous 
duties of secretary and asking to be relieved of the office, and 
it was announced that the Executive Committee had unanimously 
elected Dr. David Edward Overton of Hempstead, L. I. to 
take his place as secretary. A motion by Dr. Frank Overton 
was passed by acclamation to make Dr. Hancock Secretary 
Emeritus of the Association. 

The membership committee proposed two names for member- 
ship, Louis J. Smith and Kyle Hill both of which were acted 
upon favorably. The Treasurer’s report offered the welcome 
news that there was $1,108.51 in the bank. 

Dr. William Browning brought to the attention of the Asso- 
ciation an item of scientific and cultural interest in the recent 
issue of the Brooklyn Botanical Garden bulletin which carried 
a good article on the geology of Long Island. This prompted 
Dr. Frank Overton to mention for the enlightenment of the 
members that Dr. Browning has published in the Annals of 
Medical History biographical sketches of the many medical men 
who were good geologists. 

The president, Dr. Rushmore stated the need for a “cause” 
or an “aim” to further the interests of the society. To secure 
new members it is well to have some unique service to offer 
them which can be obtained in no other way than by holding a 
regular membership in the Associated Physicians of Long Island. 
Dr. Rushmore offered the members the privilege of borrowing 
books from the extensive medical Library of the Kings County 
Medical Society. The society is fortunate in the fact that its 
president is also chairman of the library committee of the Kings 
County medical library. His authority to offer this service is em- 
bodied in a forgotten motion passed by the Kings County Medical 
Society and announced at the 6th meeting of the Associated 
Physicians June 16, 1900, stating, “The Medical Society of the 
County of Kings has voted to grant the privilege of borrowing 
books for two weeks under the guarantee of the Associated 
Physicians of Long Island.” 

The Library is prepared to deliver packages of books by parcel 
post to members at the expense of the society for a two weeks’ 
period where the request states explicitly the name of the book 
or periodical. If it develops into a heavier service, a special 
worker may be subsidized by the Associated Physicians and the 
library will then be a research library for all of Long Island. 

Discussion of the proposed library service by Dr. Browning 
expressed the opportuneness of the undertaking and advised that 
special packing cases be manufactured to hasten the sending and 
return of the books. Mr. Frankenberger, the librarian, ex- 
pressed his willingness to do anything possible to aid the pack- 
age service to the doctors of Long Island. Dr. Frank Overton, 
speaking for Suffolk County, said that conditions were unique 
in that county for the handling of a practical system of sales- 
manship for the library service. His suggestion was that com- 
mittees in each of the 6 hospitals of Suffolk County be the 
focal points for handling of the library service inasmuch as 
these hospitals in question are distributed in a fortunate geograpliic 
manner so as to serve the whole county. Dr. William Ross 
announced that the Southside Hospital in Bayshore, Suffolk 
County, L. I. is very “library-minded” and will welcome the 
service eagerly. A motion by Dr. Frank Overton was passed 
appointing a committee in each of the four counties of Long 
Island to confer and report at the October meeting their recom- 
mendations for the best means of administering this library 
service. 

A motion was passed to combine the old publication com- 
mittee with the new contract committee in regards to the 
Mepicat TrmMes AND LonG Istanp MeEpIcAL JouRNAL, calling 
the committee the Publication and Contract Committee. 

Dr. Frank Overton proposed that the committee on humanics 
be revived and be requested to report at the October meeting 

The old fashioned clambake was featured by its completeness 
and a wonderful party for the epicures. It was served at tables 
inside the hotel on a bluff overlooking Hempstead Harbor and 


(Concluded on adv. page 18) 
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Laboratory Technique 
LABORATORY TECHNIQUE. A Manual for Students and Physicians. 
By R. B. H. Gradwohl, M.D. St. Louis, Gradwohl School of Laboratory 
Technique, [1932]. 462 pages, illustrated. 8vo. Cloth, $8.00. 


The number of books on laboratory technique is constantly 
increasing and many of these books do not answer a definite 
need. Laboratory techniques, as a rule, are written by men so 
thoroughly familiar with the various methods that they take, 
very often, many things for granted, which are not known to 
the average laboratory worker. This applies particularly to 
minor details, which often cause errors in the performance of 
the test or at least renders the work unduly difficult. It seems 
to require a certain psychological knowledge and didactic ex- 
perience to describe the various laboratory procedures in a way 
which makes it easy for the average person to follow and to 
perform them adequately. Dr. Gradwohl, apparently, has ac- 
cumulated such experience and handles his material so as to 
make it easy to grasp. Many minor details which are neglected 
in other similar books are made quite explicit. Minor inaccura- 
cies do not detract essentially from the value of this book, which 
can be recommended for general use in clinical laboratories. 

M. A, GoLpzIEHER. 


Surgeon of the Seas 


SURGEON OF THE SEAS. The Adventurous Life of Surgeon General 
Jonathan M. Foltz in the Days of Wooden i By Charles S. Foltz. 
Indianapolis, The Bobbs-Merrill Company, [e. 1931]. 351 pages, illus- 
trater. 8vo. Cloth, $3.75. 

That the life of a naval surgeon may be thrilling can readily 
be imagined. The early and middle parts of the 19th century 
“when flogging prevailed in the navy and dueling was the rule” 
seemed especially favorable for the esprit of adventure. Doctor 
Foltz seemed to especially fit in with this era and the historical 
data and experiences he relates are based not on memory but on 
scrap notes which give them the vividness of instant impression 
and prove in every line the old saying that “truth is stranger 
than fiction.” 

Doctor Foltz was appointed assistant surgeon by President 
Jackson at the youthful age of twenty. Emphasis is placed on his 
pluck in walking all the way from Lancaster to Washington 
where he personally applied to the president for that position. 
However praiseworthy and courageous such deeds may read it 
is probably correct to state that many a contemporary physician 
would walk double or triple that distance if he could be assured 
a cherished position. We of today are bound by laws and prin- 
ciples which make us victims of repressed ambitions. The longer 
years of preparation for a medical career largely contribute to 
this repression and tend to choke in us the faculty of asserting 
ourselves as our forefathers did. 

We do not read in this book about medical experiences and 
it is wise that such information was omitted for cold science 
and hot romance are incompatible. That this book is written 
alout a surgeon of the seas is therefore quite immaterial. Its 
purpose is to depict life in the navy during that period as well 
a. to bring us into intimate contact with the celebrities living at 
tvat time. As such it should also prove to be an historical ref- 
© book. EMANUEL KriMsky. 


Jurisprudence for Nurses 


RISPRUDENCE FOR NURSES. Legal Knowledge Bearing Upon Acts 
nd_ Relationships Involved in the Practice of Nursing. By Carl Scheffel, 
‘*h.B., M.D. New York, Lakeside Publishing Company, [c. 1931]. 166 
ages. 8vo. Cloth, $2.00. 


The author of this book, who is also the author of “Medical 
irisprudence” has set down in a concise and readable fashion, 


REVIEWS 


advice which he feels will be instrumental in protecting nurses 
against unwarranted attacks upon their professional characters. 
The need for such a work is readily seen when one considers the 
numerous complaints on the part of certain members of the medi- 
cal profession which have been registered to the effect that some 
nurses have overstepped their rights and duties as nurses and 
have encroached upon the practice of medicine or some of its 
branches. 

While the author lays particular stress upon the chapter en- 
titled, “The Nurse as a Witness,” he also has included in this 
book many essential principles of law governing the nurse in 
her work. Particularly instructive are those chapters dealing 
with the nurse in reference to contractual relationships. From 
these chapters the nurse should learn a great deal which will 
assist her on the witness stand, should she ever be called. 

The book is written in a scholarly manner, is well indexed, 
the citations are profuse and the references complete. The work 
undoubtedly fulfills the purpose for which it was intended. 

S. INGRAM HyrkINn. 
The Business Man and His Health 
THE BUSINESS MAN AND HIS HEALTH. By Jesse Feiring Wil- 

liams, M.D. New York, McGraw-Hill Book Company, Inc., 1932. 175 

pages. 12mo Cloth, $2.00. 

This book is for lay reading and as such has a place. 

It is couched in simple but humorous language, nevertheless the 
medical facts are sound. 

The health message it conveys is for the sedentary business 
man in particular. It rightly urges moderate exercise, especially 
for the man over fifty. Warning is directed to the dangers of 
rush, tension and fatigue. The development of hobbies is urged 
to offset the harm incidental to concentration of thought and 
energy steadily on one subject or object. 

The book is full of sound common sense for the information 
of the layman. A. E. Surpcey. 


The Youngest of the Family 
THE YOUNGEST OF THE FAMILY. His Care and Training By 

Joseph Garland, M.D. Cambridge, Harvard University Press, 1932. 196 

pages, illustrated. 8vo. Cloth, $2.00. 

This is a very good mother’s manual, demonstrating how well 
standardized modern management is and detailing very simply 
her ordinary needs in child care and management. 

Its literary character is suggested by its well chosen title, it is 
well written. 

Criticisms would be few and another medical critic might agree 
with the writer rather than this reviewer but, agreeing with the 
writer that all milk for babies had better be boiled in the home, 
this reviewer disapproves pasteurizing certified milk. Also he 
radically disapproves scarring girls arms, even with a small scar, 
by vaccination, but the very few criticisms emphasize his cordial 
general approval. W. D. Lupium., 


Hospital. 
HOSPITAL. By Rhoda Truax. New York, E. P. Dutton & Co., Inc 

[c. 1932]. 312 pages. 12mo Cloth, $2.50. 

This book is straight fiction, a romance involving, essentially, 
young dectors in the resident interne stage of their professional 
life, with a quite accurately described background of the hos- 
pital itself. The principal male character in the story is rather 
a self satisfied and self conscious resident in surgery in a large 
city hospital, who, in the end, leaves the very likable girl, with 
whom he has been carrying on extra marital relations, to go 
back to the routine of his surgical training. The various doc- 
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tors are described as thoroughly conscientious in the perform- 
ance of their professional duties but not above criticism in their 
more human and social relationships. 

The author takes advantage of the medical atmosphere of the 
book in having one of the younger lay girls show her familiarity 
with the incidence of the venereal peril, and in allowing one of 
the doctors, while showing another lay girl through the hospital, 
to refer to his luetic patients. After all, as was said above, 
this is only a novel. J. RAPHAEL. 


California’s Medical Story 
CALIFORNIA'S MEDICAL STORY. A Fascinating and Thrilling Medi- 
cal History. By Henry Harris, M.D. San Francisco, J. W. Stacey, Inc. 

1932. 421 pages, illustrated. 8vo. Cloth binding. Regular edition $7. 

Henry Harris’ medical story of California will appeal to 
several groups of readers: those who have a flair for medical 
history, those who want a glimpse of the days of gold from a 
new angle, and those sons of the West for whom anything ap- 
pertaining to California has a clutching interest. 

Within 400 pages a great deal of history has been presented. 
To the reviewer the first 100 pages have special interest. These, 
by chapter heads, deal with the medicine of the California Indian, 
the Spanish period, the Mexican period, and the acquisition 
years of the American period when military occupation and the 
gold fever led to those hectic years, 1846-1850. 

Californian Indians, timid, feeble, small, weak, and vermin-in- 
fested, never reached the intellectual level of their Northern 
and Eastern brothers, and medicine amongst them as practiced 
by their “Shamans” was correspondingly of a primitive order. 
Imitative magic, the sucking of the wounded or inflamed part, 
blood-letting, counter-irritation with ants, sweat-baths, smoke- 
blowing, Datura narcosis, and our old Rhamnus Purshiana (cas- 
cara) constituted the therapeutic armamentarium. 

Then came the Spaniards, scurvy killing two-thirds of the first 
sea expedition of 1769, despite the plans and efforts of Don 
Pedro Prat of Barcelona, who became California’s first doctor. 
Other expeditionary forces suffered equally, but more and more 
adventurers came. And with them measles, smallpox and vene- 
real diseases. 

Three notable scientific expeditions visited Spanish California: 
the French de la Perouse in 1786, the Spanish Malaspina in 1791 
and the Russian Kotzebue in 1816. 

In 1822 Spanish government ended in California and until 1846 
the Mexicans undertook to advance Spanish culture. Anglo- 
Americans were entering this fair land, their letters home were 
bringing others, and then indeed came doctor adventurers— 
Burroughs, Marsh, Bale, the Den brothers from Kilkenny, and 
Townsend. Their stories are assuredly interesting. 

Then American control and American doctors: stalwarts, 
knaves, undergraduates, male nurses: between 1300 and 1500 in 
all: a motley collection of flotsam and jetsam. What a tale 
of their deeds and misdeeds is unfolded! 

The body of the book deals with organization matters : Colleges 
and universities, health measures, private hospitals and lazarettes, 
the raising of funds for their maintainence, and the creation of 
a State Board of Health. City and county hospitals, dreadful 
places of filth and suffering, rose rapidly; the French and Ger- 
man Hospitals in San Francisco were model institutions in com- 
parison, and slowly reforms in management and financing led to 
much needed improvement. The insane had to be cared for, and 
in 1851 the Stockton State hospital for their isolation was es- 
tablished. 

Local medical societies were founded in the :’50's, proceedings 
were published and fee schedules determined upon. German 
medicine had many representatives and dominated medical 
thought. It was inevitable that medical schools would be estab- 
lished and 1859 saw the opening of the first. Others of the same 
proprietary type followed, but in 1873 the State University took 
over the Toland Medical School as its medical department. Stan- 
ford University accepted the Cooper Medical College as its 
medical department in 1909. 

Medical journals appeared, and ‘disappeared. Cliques used 
them to advance themselves or the cause of their medical schools, 
Quacks abounded and strangers said that those not called “Judge” 
were sure to be called “Doctor.” 

There were battles royal in relation to medical practice acts, 
homeopathy and eclecticism, and the admission of women physi- 
cians to medical societies. Medical progress south of the Teha- 
chapi Mountains, in the “cow counties” that now rival the Bay 
counties, receives brief consideration, and by this token we rec- 
ognize the author as a Northern Californian. Later, however, 
the mountains seem lower and many references are made to 
Los Angeles, Santa Barbara, San Diego, and their prophets. 

The very serious episode of the outbreak of Bubonic plague 
in 1900 is discussed without mincing matters. Assistant City 
Physician Wilson, City Bacteriologist Kellogg, Kinyoun, Mont- 
gomery and Ophuls pronounced plague present: Governor Gage 
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and big business denied its presence. An impassé arose, settled 
only by a Federal Commission of Flexner, Novy and Barker: 
109 cases of recognized plague were acknowledged. 

Tularemia, Coccidioidal Granuloma, Arachnida bite poisoning, 
Mussel poisoning, and Botulism: these all play a major role in 
California’s contribution to American medicine. 

Much could be written in further review. The story of Albert 
Abrams (1864-1924), for instance, is most dramatic. And fifteen 
splendid biographies comprise the last chapter. 

Thus is the story of California medicine told. 

The volume is beautifully printed. That it issues from the 
Grabhorn Press is guaranty of splendid selection of type and 
delightful imprint on Strathmore Wayside Text paper. Only one 
slip has caught the reviewer's eye, but it is a masterpiece. In a 
brief paragraph relating to Indian homosexualism, the statement 
is made that “Military service and the joys of the hunt were 
denied to the passive pediatrists.” FRANK BETHEL Cross. 


A Speech for Every Occasion 
A_ SPEECH FOR EVERY OCCASION. By A. C. Edgerton, 5 .M. New 

York, Noble and Noble, [c. 1931]. 427 pages. 8vo. Cloth, $2.00 

In presenting this collection of speeches, it is the aim of the 
author to assist and smooth the way of the casual speaker. 
He endeavors to set forth such ideas and thoughts as the aver- 
age person interested in civic, educational, fraternal, political 
or social affairs would express to friends gathered around him 
at a dinner party, or on some special occasion. 

He accomplishes his purpose in a most pleasing and satisfac- 
tory manner. The speeches cover a wide variety of subjects— 
are brief, witty, natural, simple and well chosen. In the group 
suitable for professional gatherings there are those especially 
applicable to physicians and nurses. 

FreperIc DAMRAU. 


The Technique of the Non-Padded Plaster Cast 


THE TECHNIOUE OF THE NON-PADDED PLASTER CAST. ° By 
Fritz Schnek, M.D. Authorized English translation by Douglas D. Toffel 
mier, A Vienna, Wilhelm Maudrich, 1932. 139 pages, illustrated. S8vo. 
Cloth, $5.0 
A naka of some one hundred and thirty-nine pages, pro- 

fusely and well illustrated; a work of description concerning the 

technique of application of the non-padded plaster cast. 

Some of the illustrations and part of the text have been re- 
produced from Doctor Lorenz Bohler’s book, “The Treatment 
of Fractures,” this being more or less a supplementary edition 
to describe in detail the nonpadded plaster of Paris cast as 
used in Doctor Bohler’s clinic in Vienna. 

It is the opinion of the reviewer that less plaster should be 
used in the treatment of fractures and that plaster of Paris, ex- 
cept in specific types of fracture, is not a satisfactory method of 
immobilization. With this attitude concerning the use of plaster 
of Paris dressings plus the very apparent danger of complications 
in the use of the non-padded plaster cast, the reviewer is pre- 
vented from recommending this monograph for the use of the 
general surgeon. The non-padded plaster cast as described in 
the text is to be recommended for the treatment of certain frac- 
tures only if applied by a surgeon who understands its applica- 
tion and if very complete supervision of the patient is possible. 

The chapters dealing with the care of the patient following 
application of the cast, the windowing of the cast, splitting and 
removal of casts, position of the patient following application of a 
cast, and the taking of X-rays through plaster of Paris casts are 
of particular value to anyone wishing to apply a plaster of Paris 
cast for the treatment of a fracture. 

In general hospital practice this monograph is of considerabl: 
value in instruction of interns and residents in the application of 
casts and the care of patients who require this type of dressing. 

S. Potrer BARTLEY. 


Lehrbuch der klinischen Unter h Z thod: 

LEHRBUCH KLINISCHEN UNTERSUCHUNGSMETHODEN 
FCR STUDIERENDE UND PRAKTISCHE ARZTE. By Prof. Dr. H 
Sahli. 7 Aufl. Band III. Wien, Franz Deuticke, 1932. 776 pages. 8v‘ 
Paper, Marks 52. 

Prof, Sahli’s Textbook of Clinical Methods of Investigation has 
had, for many years, such a world-wide reputation as to make 
it well nigh superfluous to write a review of this third volum: 
of the seventh edition of his work. Those familiar with the 
other editions will need no urging to possess this book. Sahli 
is outstanding in his clarity, directness and avoidance of circum- 
locution in the presentation of his subject. There are 776 pages 
of written matter, including an addenda to all three volumes 
and an index of subjects with 256 figures in the text and 3 
lithographic plates in color. 

The first portion of the book is devoted to investigation of the 
mouth cavities, oesophagus, larynx oesophagoscopy, “probe punk- 
tionen,” harpooning, the chemical and morphological! examination 
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of materials thus obtained, further the investigation of pressure 
relations in serous cavities, especially in pneumothorax. 

The major portion of the book is devoted to the nervous sys- 
tem and covers all of the points necessary for the “Practitioner” 
in his every day work. The Author stresses the necessity for 
the Internist of a working knowledge of neurology and regrets 
the tendency towards overspecializing in this and other branches 
of medicine. He feels that the general practitioner is not quali- 
fied for his work, without adequate knowledge of the relation of 
neuropathology to clinical phenomena in general. It would be 
impossible to review in detail the text of this remarkable book. 
Suffice it to say, that the work has been standard for so many 
years as to make this unnecessary and that this last edition can 
be counted on for bringing up to date the various matters of 
which it treats. 

Sahli’s genius, his indefatigable industry and sustained love for 
the “noble profession” have given us a masterpiece—useful alike 
to the clinical laboratory worker and the clinician at the bedside. 

M. Van Cort. 


The Lame, The Halt, and the Blind 
THE LAME, THE HALT, AND THE BLIND. The Vital Role of 
Medicine in the History of Civilization. By Howard W. Haggard, M.D. 
New Vork and London, Harper & Brothers, 1932. 420 pages, illustrated. 
&vo. Cloth, $4.00. 


This is a book of interesting essays on the more important 
events in the history of medicine by the author of “Devils’ Drugs 
and Doctors.” Leaving out details, the author in his usual in- 
teresting manner, and in terms that anyone can understand, hits 
the high spots in the story of man’s fight against disease with an 
ease that leads the reader to the end. 

While there is little new for the medical man, the book fills a 
distinct need for the layman. The average historian tells of 
political, economic and social changes, and recites in glowing 
terms man’s achievement in the field of science and inventon, but 
hardly mentions the part of the physician in world history. The 
author constantly keeps in mind his lay reader and does not 
wander into the field of diagnosis and treatment nor use tech- 
nical terms hard to understand. With its wealth of material 
this book is a good antidote for quack advertisements so common 
today. Wes.Ley Draper. 


BOOKS RECEIVED 


Books received for review are acknowledged promptly in this 
column: we assume no other obligation in return for the courtesy 
of those sending us the same. In most cases, review notes will 
be promptly published shortly after acknowledgment of receipt 
bas been made in this column. 

BEHAVIOUR ASPECTS OF CHILD CONDUCT. By Esther Loring 
Richards. M.D. New York, The Macmillan Company, 1932. 299 pages. 
8vo. Cloth, $2.50. 

RECONSTRUCTION OF THE BILIARY TRACT. By Edmund Horgan, 
M.D., New York, The Macmillan Company, 1932, 201 pages, 8vo. Cloth, 
$4.00. 

THE HEART RATE. By Ernst P. Boas, M.D., and Ernst F. Gold- 
schmidt, Ph.D. Springfield, Tll., Charles C. Thomas, 1932. 166 pages, 
illustrated. 8vo. Cloth, $3.50. 

PRACTICAL ENDOCRINOLOGY. By Henry R. Harrower, M.D. 2nd 
edition. Glendale. Cal., Pioneer Printing Company, Inc., 1932. 704 pages. 
8vo. Fabrikoid, $5.00. 

ELECTROSURGERY. By Howard A. Kelly, M.D., LL.D. and Grant E. 
Ward, M.D. Philadelphia. W. B. Saunders Company, 1932. 305 pages, 
illustrated. 4to. Cloth, $7.00. 

A MANUAL OF PHARMACOLOGY. By Torald Sollmann, M.D. 4th 
edition, revised. Philadelphia, W. B. Saunders Company, 1932. 1237 pages. 
8vo. Cloth, $7.50. 

MATERIA MEDICA PHARMACOLOGY THERAPEUTICS AND PRE- 
SCRIPTION WRITING. By Walter A. Bastedo, Ph.G., M.D. 3rd edi- 
tion. Philadelphia, W. B. Saunders Company, 1932. 739 pages, illustrated. 
8vo. Cloth, $6.50. 

COLLECTED PAPERS OF THE MAYO CLINIC AND THE MAYO 
FOUNDATION. Volume 23, 1931. Edited by Mrs. Mand H. Mellish- 
Wilson and Richard M. Hewitt, M.D. Philadelphia. W. B. Saunders 
Company, 1932. 1231 pages, illustrated. 8vo. Cloth, $13.00. 

THE SURGICAL CLINICS OF NORTH AMERICA. Volume 12, Number 
. (Lahey Clinic Number.) June, 1932. Issued serially. one number 
every other month by the W. B. Saunders Comnany, Philadelphia and 
London. Per Clinic Year (6 nos.) Paper, $12.00; Cloth, $16.00 

MINOR SURGERY OF THE URINARY TRACT. By Herman C. 
Bumpus, Jr.. M.D., M.S. in Urology. Philadelphia, W. B. Saunders 


Company, 1932. 124 pages, illustrated. 8vo. Cloth, 


The Diagnosis and Medical Treatment of Peptic Ulcer, J. H. 
Veazev 

The author gives the following outline of procedure: 1. Accu- 
rate diagnosis. 2. Thorouch neutralization of gastric acidity 
(calcium carbonate is the best for this purpose. massive doses 
heing possible without producing alkalosis). 3. Proper diet. 
4. Removal of foci of infection. 5. Rest. Tobacco is strictly 
prohibited, as it stimulates gastric secretion and, thus, causes 
an increase in acidity—The Journal of the Oklahoma State 
Medical Association, April, 1932. 


MEDICAL TIMES AND LONG 


ISLAND MEDICAL JOURNAL 


Contemporary Progress 
(Concluded from page 264) 


Relation of Climacteric Symptoms to Type of Radiation in Treat- 
ing Myomata 

L. Gustafsson (Monatsschr, fiir Geburtshilfe und Gyndkologie, 
91 :238, June, 1932) reports 250 cases of uterine myoma and 
metrorrhagia treated in out-patients by Roentgen-ray irradiation 
in 1926-1931. The method used was that of Seitz and Wintz. 
A small tube was used so as to direct the rays to the ovary with 
as little injury as possible to the neighboring tissues; the skin 
erythema dose was estimated as 500R. In all these cases the 
bleeding was relieved and in most instances the tumor definitely 
reduced in size. The climacteric symptoms were more severe in 
a group treated with voltage of 155 kv. than those treated with 
170 to 180 kv. If with the higher voltages the dosage delivered 
to the ovaries is 150 to 190R, castration is obtained with cessa- 
tion of the bleeding, but the interstitial tissue is but slightly in- 
jured and few climacteric symptoms result. The smallest dose 
that is effective in the treatment of uterine myomata is the best, 
and with hard rays (0.5 mm. copper and 1 mm. aluminum filter), 
the author has found this to average 175R. 


Obstetrics 


Pregnancy, Glycosuria and Diabetes 

’. I, Harding and D. L. Selby (Canadian Medical Journal, 
26 :283, March, 1832) note that the incidence of glycosuria in 
pregnancy has been variously stated, but that they have found 
it very high. In most cases of pregnancy glycosuria they find 
that sugar is not present in the fasting urine, unless it is very 
concentrated: that it is usually present in highest concentration 
two hours after meals; that the amount of sugar present varies 
widely from time to time. It is important to distinguish this 
physiological glycosuria of pregnancy from true diabetes, as the 
former requires no treatment or dietary restriction, and the latter 
is a serious condition. In the differential diagnosis, the following 
points are of importance: 1. Absence of a history or symptoms 
of diabetes. 2. Absence of sugar in the fasting urine, unless the 
urine is very concentrated; if sugar is found in the fasting urine 
of a pregnant woman, a second fasting specimen should be ex- 
amined after the patient has taken 6 to 8 oz. water; if sugar 
is still present in the more dilute urine, the fasting blood sugar 
should be determined; this is within normal limits in pregnancy 
glycosuria. 3. Absence of ketonuria; in testing for ketonuria 
the authors have found it best to use the Le Noble test. 

B. D, Bowen and N. Heilbrun (American Journal of Medical 
Sciences, 183 :801, June, 1932) report 5 cases of pregnancy in dia- 
betic women and present a review of other cases in the literature 
totalling (with their own cases) 73 pregnancies in 66 diabetic 
women. In their own cases they found a decreased carbohydrate 
tolerance and increased insulin requirement during pregnancy, es- 
pecially in the latter part of pregnancy. In 43 cases analvzed from 
literature, 70 per cent showed evidence of decreased carbohvdrate 
tolerance, i.¢., reauiring increase of insulin or reduction of diet. 
There seems to be no adequate explanation for this increased 
insulin demand during pregnancy. In most cases the insulin re- 
quirement is again reduced during the nuerperium, and the dosage 
can be correspondingly reduced. Insulin, as it is used to-day. has 
definitely decreased the mortality rate among pregnant diabetic 
women and increased the chances of preserving the life of the 
child. Diabetic women, if pregnant, however, must be kept under 
unusually careful observation to guard against sudden changes in 
carbohydrate tolerance, acidosis and coma. 


Aae of Obstetric Patients and Tybe of Delivery 

C. H. Peckham (American Journal of Obstetrics and Gvne- 
cology, 23:635, May, 1932) reports a studv of the age of 15,370 
obstetric natients at Tohns Honkins Hospital in relation to the 
type of delivery. In this series there was an approximately equal 
number of black and white women, and an approximately equal 
number of primiparae and multinarae. The mean age of the 
entire series was just wnder twenty-four years: the mean age 
was definitely lower in blacks than in white women; and the num- 
ber of young primiparae (under seventeen) was greater among 
the blacks, while the number of “elderly primiparae” (over 
thirty-five years) was less. The ratio of operative delivery to 
spontaneous deliveries at term was lower among black primi- 
parae, in spite of a much higher incidence of contracted pelvis. 
In both races the percentage of operative deliveries increased 
with age. and in the white race there was a point in the thirties 
where the onerative deliveries exceeded the spontaneous deliv- 
eries. The lowest incidence of operative deliveries in both races 
was in the age group seventeen to nineteen vears; in younger 
women below seventeen vears of age, the incidence of operative 
deliveries was slightlv higher. The nercentage of spontaneous 
deliveries did not fall as ranidly with increasing age in the 
black as in the white women in this series. 
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Sodium Amytal in Eclampsia 

E. L. King, G. A. Mayer and T. B. Ayo (American Journal 
of Obstetrics and Gynecology, 23:867, June, 1932) report the 
use of sodium amytal in the treatment of eclampsia at the Charity 
Hospital, New Orleans. The sodium amytal was given intra- 
venously at first (7% gr. or 0.5 gm.), and repeated in this dose 
until the convulsions were controlled. Magnesium sulphate was 
given through the stomach tube and by mouth and glucose solu- 
tions intravenously. After the convulsions were controlled, the 
administration of sodium amytal was continued by mouth or by 
rectum (usually the latter) in doses of 3 gr. every four hours 
until all danger of recurrence was past, usually from thirty-six 
to forty-eight hours. Of 30 cases treated by this method, 3 died, 
but in 2 of these cases death was not due to eclampsia (the con- 
vulsions being controlled) but to complicating conditions. The 
authors conclude that sodium amytal is a safe and effective hyp- 
notic and sedative in eclampsia, controlling the convulsions more 
promptly than any other methods used. 


Myomata and Pregnancy 

T. P. Matveieff (Gynécologie et Obstétrique, 25:300, April, 
1932) notes that while myoma of the uterus tends to render the 
patient sterile, if pregnancy does occur the presence of the tumor 
may induce serious complications. In his practice the author 
recommends the removal of the tumors by a conservative myo- 
mectomy per vaginam, if it tends to grow rapidly or produces 
any symptoms. He has performed this operation in 10 cases 
during pregnancy in the second to the fourth month; in only 2 
of these cases was the pregnancy interrupted, and in one of these 
abortion had begun before the operation. All the other patients 
were normally delivered at term. In most of these cases the 
myomata were multiple; they were subserous in all cases, and 
in some submucous. The author is of the opinion that only in 
exceptional cases is a radical operation with removal of the 
uterus justifiable during pregnancy. 


Septic Foci and Normal Labor 

H. Leyton (British Medical Journal, 1:880, May 14, 1932) 
in a study of the records at the Oxford (England) Maternity 
Home for 1926 to 1932, finds that the average length of normal 
labors has increased in that period. In town women the per- 
centage of those with long labors (over twelve hours in primi- 
parae and over six hours for multiparae) increased from 19.26 
per cent in 1926 to 45.25 per cent in 1930; in women from the 
country districts it increased from 6 per cent to 47.73 per cent. 
The only common factor found in cases of long labor was evi- 
dence of a chronic septic focus. A study of the temperature 
charts of patients in whom a chronic septic focus had been noted 
in the ante-natal clinic prior to delivery showed that in most 
cases the temperature rose to 99 deg. on three or more occasions 
during the puerperium. ‘These cases with chronic septic focus 
were also associated with prolonged labor; whether the toxins 
of the infection cause the prolongation of labor or whether there 
is a common factor causing both has not been determined. The 
author notes the studies of Delbert showing that there has re- 
cently been a diminution of magnesium in the food supply of 
civilized communities; owing to the action of magnesium on un- 
striped muscle and the synapses and neuromuscular junctions, the 
lack of this element may influence the pain and duration of 
labor. The addition of magnesium salts to the diet of pregnant 
women has been tried, but in too few cases to enable conclu- 
sions to be drawn. 


Injection of the Umbilical Vein in Retained Placenta 

W. Currie (Lancet, 1:1087, May 21, 1932) reports the 
treatment of retained placenta by injection of saline solution into 
the umbilical vein, as suggested by Mojon in 1826, and recently 
advocated by Jarcho. The latter uses a Record syringe for the 
injection, but the author has used a Scannell blood transfusion 
apparatus so that the saline is injected continuously at the rate 
of 300 to 400 cc. in two and a half minutes. The average 
amount used was 350 c.c. For this procedure the vulva and 
cord are thoroughly cleansed and the needle inserted into the 
cord about 6 in, from the vulva. When the injection is cum- 
pleted an artery forceps is placed on the cord, the needle is re- 
moved, and the placenta is expressed if it has not been delivered 
spontaneously. This method has been used in 13 cases of re- 
tained placenta at the Leeds (England) Maternity Hospital in 
12 of which bleeding was the main indication for obtaining de- 
livery of the placenta. The procedure was successful in all but 
one case, in which manual delivery was necessary. There was 
no case of uterine infection, and in none did the procedure cause 
any suggestion of shock. In nearly all the cases the placenta 
was fully delivered five minutes after beginning the injection. 
The author recommends this method as an easy means of ob- 
taining completion of the third stage of labor without the use of 
special instruments, or an anesthetic, and without danger of 
puerperal infection. If not successful, it facilitates subsequent 
manual delivery. 
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Something New Since- Metchnikoff 


Intestinal putrefaction, the cause of putrefaction, and the pre- 
vention of this condition by lactic acid ferment, came as a nove! 
conception to the medical world some three decades ago. Metch- 
nikoff brought the idea, fostering the belief that intestinal putre- 
faction is the direct cause of many ills, including old age itself. 
Also, that this putrefaction could be prevented by the presence 
of a lactic acid culture medium in the lower bowel. The problem 
was to get the lactic acid into the intestinal location where its 
presence would encourage the friendly bacteria and prevent the 
development of the pathogenic organisms. Metchnikoff created 
a wave of Bacillus acidophilus therapy that stampeded the 
country, dragging the medical men along with the crowd. 

Bacilus acidophilus requires a lactic acid medium as a soil for 
growth. The administration of lactic acid itself fails to prevent 
putrefaction, because the acid does not reach the site of the 
putrefactive processes in the lower bowel, being a target for the 
alkaline upper intestinal fluids. The acid culture medium in the 
lower bowel favorable to the growth of the friendly bacilli may 
only be created or maintained by circuitous methods, such as 
implantations, giving substances to be converted chemically, or 
using special culture mediums, none of these methods being 
entirely satisfactory. 

Even when the healthful Bacilus acidophilus is successfully 
located in the colon, the results are often disappointing. The 
implanted bacilli are a foreign strain, invaders from without not 
entirely acceptable to the individual. Much better results are 
obtained if the indigenous strain—the patient’s own particular 
brand of bacteria—can be encouraged to thrive. 

Recently, the part played by lactic acid in the animal economy 
is being again emphasized. Lactic acid is ubiquitous. It is a 
normal lower bowel necessity for carrying on intestinal metabo- 
lism; the gastrointestinal tract requires it. Lactic acid is devel- 
oped in muscle metabolism. Muscle satisfies its need for energy 
by the oxidation of both fat and dextrose derived from the in- 
testinal tract and transformed into lactic acid. And now it 
appears that lactic acid, not fish, is the real brain food. The 
brain derives its energy solely from lactic acid. The gray matter 
contains more than one percent of lactic acid; the white matter 
less than half that amount. Thus, this acid plays an important 
role in every kind of body tissue, probably in every living body 
cell. Its value in the tissues is paramount. Yet, we have to go 
about the thing “lefthandedly” to utilize this necessary thera- 
peutic agent. 

In this connection it is known that certain substances, such as 
calcium, require an acid medium for absorption. Bergeim sug- 
gests that the addition of twenty-five percent of lactose causes 
an increase in the amount of calcium absorbed, as lactose when 
administered in quantity produces an acid condition throughout 
the gastrointestinal tract due to increased lacticacid fermenta- 
tion. But “quantity” is a relative term. Kessell’s exhaustive 
observations on lactose-fed rats indicates that the average human 
adult would require considerably more than one pound of lactose 
daily to produce this effect. Neff’s observation of chicks con- 
firms this estimate. While, in direct human experiments, Kope- 
loff and Cohen found that one hundred grams of lactose daily 
“were not sufficient to insure uniform transformation in three 
to eight months.” 

A satisfactory method of administering lactic acid effectively is 
still a clinical problem. lt is also a therapeutic desideratum.— 
Med. Jour. & Record. 


Immunotransfusion in Septicemia 

A case of Streptococcus hemolyticus septicemia was cured by 
transfusion from a specifically immunized donor, after five 150 
cc. and one 50 cc. nonmodified blood transfusions had failed. In 
addition to the latter, surgical drainage of suspicious foci, Pregl’s 
solution of iodine, intravenous injections of metaphen, polyvalent 
antistreptococcus serum and autohemotherapy were pice with- 
out avail. 

The blood picture from the beginning of the illness until three 
weeks following the immunotransfusion was one of a neutro- 
philic leukocytosis. A definite lymphocytic leukocytosis then 
occurred. At first large young lymphocytes appeared that were 
difficult to differentiate from monocytes, but, as time went on, 
these cells matured and were more easily identified. This re- 
action was accompanied by fever, adenopathy and a rising serum 
agglutination titer. Vhe blood picture gradually returned to 
normal. 

Nonspecific immunotransfusion should be performed primarily 
in septicemia. Specific immunotransfusion should be made pos- 
sible by early isolation of the causative organism, preparation of 
a vaccine and active immumization of a suitable donor. 

Cooperation between bacteriologist and attending physician is 
Brody, M.D., et al., J. A. M. A., June 
18, 193 
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